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TT^ iTK^iograph describes elements of an effectlva ptetft for developing and 
implementing an organized community-based system of care for c^8dr«i and actotes- 
cents with sericKis ^notional disorders and th^ fam^. it draws on examptes from 
actual state nrntal health plar^ to illustrate useful planning appros^hes to sy^ems 
dmnge. The monog^^ is hitemM to be helpful to sterte &nd local iKMitetrators 
and planners and to stats men^ healtii plarviing oour^^. It is not mmt to be 
prescriptive, but, rather, to ofter a framework fbr planr^ for chHc^n* with examples 
fipom existb^ plar», which stat^ may wish to adapt to their partteular drcumstsmces. 

Throughout the I^Os. thinning witii the put^cation of Undaimed ChHdmi in 
1982, there was a steedy (tocumentation of the need for imiivoved 8a>^ces 
and adotoc«it8 with serioi^ emotton^ disorders and th^r families (Knitzer, 1982; 
Isaacs. 1984; Behar, 1985: Stroul and Friedman, 1986; Saxe, ef a/., 1986; National 
Mental Health Assodatton. 19^). The literature of the eighties emphasize? the 
importance of states and locales having in place a range of community4>ased sendees 
that is organized into a system of care. 

Recent wori( defines a system of care for chflcfiren and iSnek f&sri^ as fbOows: 

A system of care is a oompreher^lve spectrum of mental h^riih 
and other necessary aervloes wNch me orgarted into a 
cocvdinated network to meet the mutt^e and chan^ig neecte of 
children and adolescents who are ^verely emotionally cBsturtsed 
and their families. 

(Stroul and Friedman, 1986) 



'Throughout this report, where the temn "children" is used, it refers to both children 
and adotescwits, ages t>ii1h tiirough 21. (Section II discusses age as an issue in the 
definition of the child/adolescent target populatioa) 
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The s^tem of care cono^ embrace certain core values, specifically, that the 
system must be chUa-cmnmd, famUy-4t>ou$0d and cmnmunify4)md, and it incor- 
porates a reffige of desirable key sen^ and operational components IBustrated by 
T^3ie A. 



TABLE A. COMPONENTS OF THE S^TEM OF CARE 



1. 



MENTAL HEALTH SERVICES 
NcNvei^lBiittd tervices! 

Ear^ Mmtlficaton & hitwvention 

Ass^smsnt 

Outpaltmt Treatment 

Home-Based Services 

Day Treatment 

Emorgency Services 

Reiridtfiitial Servfcesi 

TherapmiDc Foster Care 
Therapeutic Grou9> Care 
Therapeutic Gamp Services 
Independent Uvbig SenHcee 
Re8id«ttial Trmrtimnt Sendees 
Cr^ FMdential Sendees 



2. SOCIAL SERVICES 

Protect Sendees 
FInancW Assistance 
Home Aid Sendees 
Respite Care 
Shelter Sendees 
Foster Care 
Adoption 

3. EDUCATIONAL SERVICES 

Assessment & Planning 
Resource Rooms 
Self-Contalned Spedal Education 
Spedai Schools 
Home-Botmd instruction 
Residential Schools 
Aitematlve Programs 



4. HEALTH SERVICES 

Health Education & Prevention 
Scre«^ & Asse^ment 
Primaiy Care 
Acute Care 
UK^Twm Care 

9. VOCATIONAL SERVICES 

Career Education 
Vooatlonai Assessment 
Job Survival ScHls Tnrimng 
Vocational Skffls Trainbig 
Worf( Experiences 
Job Fhicfing, Piacemmit & 

Retention Sendees 
Support En^l>loyment 

6. RECr^TiONAL SERVICES 

Relation^ips with S^nificant Others 
Alter School Programs 
Summer Camps 
Sp^al Recreationai Projects 

7. OPERATIONAL SERVICES 

Case Management 
Setf-Heip & Support Groups 
Advocacy 
Trar^por^on 
Legal Services 
Volunteer Programs 



(Stroul and Friedman, 1986) 
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fto slns^ pubBc or private dild-serving agency has ttm firmnciad or techrticai 
capacity to provide aflcomponwtts of the system of cars t»ilte Oneofthemijor 
chaBer^ to ^ates in ptoru^ arKi imj^ementing systora of ca^ 
dsv^opment of the necessary cc^sibmtive an^angmwits amor^ i^encies. The 
bnersci^tcy proem involves a mf(M of th(^ issura that must be resolved to 
provide the rai^ of comprehoi^ sendees that chBdrwi with serious ^nottonal 
prot^ems reqi^. 

A baseOne poitey issi» that state mental health eg^ndes mi^ resolve in 
(banning is detenr^ing when menteri health win e^ume a lead r^pcHisibinty and for 
which pqsuteition of childrm. and when mental health witt mume a ^i^Hsortive role, 
as weU as the nature of that role. The answers to these b£»ic quMtions have 
hnpHcations for a range of implementaticm r^pof«R}iliti^ indudngfinandr^, staffing, 
case mane^iement, service development and traMng. 

Durir^ the 1 980s. sevend natic^ irMatlves were launched that oncoi^age and 
assist state and focal Jurlscflcttons to devek^ systarYis of care for diik^ 
emotional cfeti^banoe asnd the^ f^n^. In 1^. with a mandate and funding from 
Congress, the National Institute of MsrM Health (NIMH) started the ChSd and 
Adolescent SenHce System Program (CASSP) , whic^ h^ provided funds and technical 
assistance to aB fifty states. U.S. territories, and a dozen local Jurisdictions to improve 
services for children. CASSP stresses the developrmnt of capacity vvithbri the inental 
health system to senw children, Intmgency coflatwratton, the involvement df families 
and cultural competency. In 1986. Congress enacted Put>iic Law 99-660, the State 
Comprehensive Mental Health Services Plan Act. which required alt states to develop 
and implemenl plans to create conwnur%-based senfice systems for persons with 
serioitf mental ffiness, which NIMH intmpreted to IrK^udet^^utts and c^dren. In 
1 987, the ltot>ert Wood Johnson Foundation began a m£^ child mental health sj^em 
improvement Initiative, in which 12 states and cities have been involved. In oJdition 
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to thm nationid efforts, a number of states, their ov^ initiatKfe, began to focus 
great«' attrition to this ma. 



Contbu^ the momwitum begun k) the e^ht^, PubHc Law 101-639 was 
enacted in tale 1990. Knovvn as the Mortal HraithAmencbnmtts erf 1 990, P.L 101-639 
amends tfw State Com|»«hmive Mental K^Ah Services Plan Act (P.L 99-680) to 
leqii/m that state plans estidtMisNng and frnpiem«i^ o^ 
systems of care spedfMy oxkkess the ne^ erf chlldrmi with swioiffi motionai 
cSsorders. P.L 99SeD, as amencted by P.L 101-839. specifies 1 2 mafor requirements 
that states mt^ me^ to comi^ty with the taw and avoid reducticms \n fectond biock 
grant funds. NIMH tm biterpreted these requirements to apply to both adults and 
chOdren and adolescents. The 12 requirements are: 



Requirements <rf P.L. 99-660 as ais^%^ by 
PX. 100^ mid P.L 101-639 

1. Establishing and biipiofiwnting an o^iaNzed c^munity-based system 
of care for indtvlduais with serious mental illnesses and children with 
serious emoSionid and mental dteorders. 

2. Specifying quantHaUve ^ets to be i^toved In the irrn^iementalion of 
such system, hiduding numbers erf indivldu^ with serious mmtal 
iiinesses rss^ftig In the areas to be served tmder mtdh s^em. 

3. Describing servtees, svailabie treatment options, and avaiiabie 
resources (bidudlng Fed^, State and ioca] pufc^ services and 
resoittoes. and, to tho extern pracScable, private services and 
resoims) to be prodded fw imSykiuais wf^ swious tmM mtessas 
to enable them to gain accosa to mental health sorvlcea, inducSng 
treatment, preventton and rehabiOtatlon sendees. 

4. Des^ibing health and mental heaim swvices, rehal^italion sen/toes. 
employment sendees, housing seivioes, educational services, medical 
and dental care, and other support services to be provided to 
individual serious mmmd ift'^ms and children with Mrloia 
emoUonai and mental disorders with Federal, State, and local public 
and private resources to enable such IntfivlduBis to function outside of 
tnpafiem or residential institutions to the maximum esdent of ttieir 
capabilities, inducDng services to be provided by local school systems 
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under Iht Educalkm of the Handicapped Act ^renamed IndMduals with 



5. {)e»:ribln9finffiiciiriresoiircec and staffing necessaty to 1^^ 
requirmnentsofthe pltui. 

& Providing activities to reduce tiie rate of hospitaiizafon of Individuals 
with serious mental illnesses. 

7. f^ovidbig case managernent services tor individuals witii serious m^itai 
MiessM who rec^ substantial amount of put>ilc fimds or seivtees; 
the Incfividtnl with serious mental Otnesses" to t»e defined under 
^ate laws and regulations. 

8. Provlcflng for the bi^mentation of the case fiian^}em«it requirements 
bi the (receding paragraph In a manner which pNises in tieginning in 
fiscal year 1989 and provides for the substenti^ completion d tl^ 
phashig in of the i»ro>H8ion of such services liy the «id of fiscal year 
1992. 

9. Provicfing tor the establishment of »id implementafion of a i;m)gram of 
outreach to« and sen^tees for, Individuals with sertous mental iBnessM 
who are homeless. 

10. Descrftibig a system of integrate sodid, educationai, Juvenile^ 
sU>stance atHise smvices wNch. toge^ with he^ and mortal heaRh 
seivices, shoi^ be provided bi (mier for children and adolescents with 
serious emofionsd and mental disorders to receive c»e a)^9rqDrtate fbr 
the^ mu)^ needs, indiKfing services to be provkled by tooai school 
syflit»i» undwttie Education of the Handicapped M (Tntflviduals with 
Dlsabnties Education Act). 

Other ReqtAremmits: 

11. Ccmsultli^ with representative of employees of state institutior^ and 
pi^ ard private nursing homes who care for IndMcft^ witti serious 
mentid Oinesses. 

12. Utiiizb^ the State mental health plfNinlngcoundi, or estal^shlng a new 
councH with comparable membersf^ rec^ifremente to iKMse, review, 
monitor. Old evaluate all epecta of tto dev)^»pm«it and in^menta- 
fionofthe State plan. The commmts of the oouncO should be fdrmally 
transmitted to tho Qovemor prior to the mJt>n^sion of the )^ to the 
Seoretaiy, and the comments shmild be transmitted to the Secretary of 
the US. D^Mtftot^ of Health and Human Services. The State mental 
health planning coundl ssrvB as an CKlvM»te, £md be composed 
of residents of the State, including in part, seriously mentaiV IH 
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individuals who are receiving (or have received) mental health services 
»id family members. Notmorethan50%ofthecouncii*smeiiH>ershlp 
may be State employees or ment^ health providerB. 

(National Institute of Mental Health. 1991) 

While it is hoped that this monograph wlli be helpfiii to states to carry out t^ 
mandates of P.L 99-680 as an^rKtod by P.L 101-838.themonogra|;^isnotin^ided 
to be prescriptive. Rather, it offers a frameworic for planning for children, iliistrated by 
practical examples irom the states. 

The frameworic provided by the monograph draws on general prindptes of 
effective plannbig. The »camr^es from state plans were cuHed from a review of 20 
state mental hsGdth plans. TTieseplaiis were rmmnwnded for review t^: individuais 
with child and adolescent expertise who participated on NIMH State Mental Health Ran 
f^ew Committees; staff from tfw NIMH CASSP and State Mental Health Flaring 
Programs: staff from the CASSP Technical Assistance Center; and. several current and 
fonner State Mental Health Rdpresentatives fbr Children and Youth (SMHRCY) 
membeis. 

It to lay no mear» the author's nor the funder's intentk>n to imply that the 
monograph incorporate the only effective or even "exemplary state ptann^ 
practices. Only constraints of time and furKling p-evwited review of ^iditional state 
plans and inclusion of more examples. The eiampira that m used have proved 
viabto In their respective stat^, and they Illustrate the generic planning principles 
discussed. States must malce their own determinations r^iarding the appiicabBity of 
the examples to their Individuai structural and envlrorvnental situations. 

Some states and locales may find the document useful because they are at the 
beginning of their planning processas fbr children, are in seardi of a framework to use 
and are interested in having the t>enefit of other states' experiences. Others, who msy 
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be further aiong in planning and implementation, may find it lielpful for comparative 
purposes or because they are havbig to make significant adjustments in current plans 
in res{»nse to ftecai or pofitical change. The document is meant to provkto a 
techr^ asstetance tool for state and local ^jrisdlcfons to utilize as th^ deem 
apprqsriate to their particular drcurr^tances. States may find it a useful ccmipafiion 
piece to NiMH*s ctoojment, Toward a Modal Pton for a Comprah&isive, CUmtmunity- 
Based MantaJ Haaith System, issued in response to P.L 99-^ (NIMI-1, 1^7). 

The report is organized in the order in which one would CN^proach the 
development of a plan, beginning with ^e organizaton of a plannir^ process and 
movlr^ to: definition of the target population and n^da assessment; articulation of 
values and a vision; establishment of goals and objectives; spedfication of strategies, 
r^urces and responsibHIty centers to achieve objec^^; and. plan and progress 
report format The document condudes with a discussbn of mechanisms to evaluate 
progress. 
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EffectivB planning die^ with both process and content. Deficiencies in either 
wlii hinder Implementation. 

By pnocess meant a s«1es of actior^ or oi^raHons that lead to an end On tNs 
case, the production of a pten that wni drive the development of a community-based 
system of care for children and adolescents with serious emotior»l disorders). In 
planning at the state level, these actk^ns or operations tend to include: the formation 
and use of planning groups or coundte; development of working papers and analyses: 
conferences and fbruiT^; and, information exchange throi^ meetings, written minutes, 
newsletters, teleconference calls and the like. 

Effective pining processes share common elements: 

• EfMhfB planning proco^es am 9laffw$, At least one staff person is 
assigned the responslbitity to organize and manc^ the planning 
process. In the case of s^ dhM mental health planning, the 
accountable individual typically is the CASSP Direct or the SMHRCY 
Represerrtative. In some stat^, the res|;x>nsibility falls to a staff person 
in a centralized planning office. That anangement tends to work, 
however, only if the general planning staff person coordinc^ doseiy 
with the child and adolescent program staff (C^P and SMHRCY), who 
have substantive knowledge of child mental health Issues. 
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Bfoctivs procodses are not only steffed, of course, but are staffed weii. 
They are carefully organized and managed. Cffectiye staff anticipate: 
the process nwcte to go and hi what tbne frame; what the 
ml^tofws are along the way; and, who needs to be hwotved. In what 
ways and at what points. 

^aff ensure that plannhg council meetings are organized and accessS^le 
to cfifferent constituendes. The location and time of nwetit^ may 
cfecourage some members from attending or, alternative, enisle thoin 
to parlldpate. For example, some meetings may be held in ttie ever^ngs 
or on weekends to make it possible for v«)rking family members to 
attend. Ohio," for example, heW a series of forums around the stale on 
Saturdays to make it easier for famRtes to attend. Some meetings may 
be held on otiier child-serving agency* turf as a gesture toward 
collaboration and to minimize baniers to other agencies' becon*ig 
involved. Staff have tiw responsibiVty to see ti^ minutes of meetkigs 
are taken and dtetributed and that key constituendes are infomwd of 
i^)comlng agenda itwns. Staff might also "assign" specifk; short-tenn 
tasks to individual planning council members and others as a means of 
developing Interest and ownership and of accomplishing more witii 
limited Chouse staff resources. 

• EifectN9 proc99$09 liwotve key ^kehoMBm, In child mental h^Hh 
ptennir^, tiiwe Include: family members; stete and tocal mental heafth 
system staff who will be involved in implementation; representatives from 
other child-serving systems who possess, or represent, sufficient dout 
in tiieir respective agendas to be helpful in poltey formulation and 



Unless otherwise Indicated, all references to state plans are from 19^ P.L 99-660 
state plan submissk)ns. 
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implementation: private providers; professional orgaiizations; advocates; 
representatives from i^telative bodies; foundation, United Way or other 
funding repr^entatives; and. ^njth thwnseives. 77ie idrniUH^iOon of 
who the koy stak^kfers m is A$e/f an important elem&n ^^&ive 
pining. By fordngptanners to thinic through who nrods to kse involved 
and why, the process helps to darify roles and responsibilities for 
cNldren with emotional disorders. 

The involvement and investment of key stakeholders is essentiai to create 
a constituency for change, to estat>ibh or strengthen relatk)n8hips 
needed for implementation, to minimize resistance to change, and to 
create some nneasure of control in the urrstable politicai and ftecal 
environment that charac^es publk? servk^e delivery. By Involving a 
t9road4>ased constituency, the planning process can help to enstare 
continuity of support for a plan and help to avokJ the need for a new 
plan every time elected or appointed offk:ials change. 

There are a variety of ways to involve key stakehokiers. The most 
oisvious, but by no means only, way is on a planning group. P.L 99-660 
ntandatTO use of eimer the state mental health planning council or a new 
councH "to rev^, review, monitor and evaluate all aspects of the 
devekH^ment and implementation of tfie state plan" and "to serve as an 
advocate." P.L 99^ st^ulates tiiat membership must include 
consumers and family members, with no more tiian 50% of monbers 
being state employees ar^i mental health providers. Many stales have 
expanded the membership of tiieir coundls spedftoally to indude more 
child- and adol^cent-focused representative and family memt>ers. 
Otiiers have created child and adolescent subcommittees to Infbmn tha 
tMb&raMons of tiie state's larger council or have used exiting CASSP 
planning committees in tills fashton. 
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ti . addition to appoMig stakeholddrs to ongdng planning groups, 
states have knvoived stak^iolders in time-Smited, usually smaller, work 
^oups charged wim anaiy^ a sp^^lfte area and c(^letb^ a sbigle 
task, such as an assessment of inpatient bed needs. This strategy 
allows for Involvement of stak^iolders In approfxi^B ways, at the same 
time it provides a focus on mem needing spedaJ analyst. 

States also have involved stakehdders through periodk; regtonal and 
state-vkHde meetings, swveys, newsletters, conferences and, of course, 
more informal, ongoing communicatton. 

A nun*er of statM utilize this variety of strategies, not just their planning 
coundls. to involve stakeholders, including the publk? at large, in 
planning aid implementation. To return to the ej^mple of Ohio, the 
state Mcated in its 99-^ Plan that while it NviH comply with me req^ 
ments of P.L 99-660 regaxHng [use of] the mental he^ council, ft (the 
coundl] wHI not t>e the primary or sole process Isy which broad-based 
pubib partidpatton \n planning and ^plementatbn efforts wiQ be 
achieved." Ohio. In fact, has utiliwd over 50 committees with over 700 
members. Some committees are poflcy oriented (/.e., Its Bkxik Grant 
/^Ivlsory Committee); others deal with operattonal fesuw. Some have 
a stale-wkJe fbci®; others are regional. Some help to devetop 
legisla^ rui^ ami budgets. The Plan not^ that thte broad 
partteipatksn brings together diverse constiUj^'K^ in a consensus- 
buBding process that facilitates devetopment of shared values and 
diange at many levels. 

In addition to its use of multiple committees, as well as its Planning 
Coundl, both of which indude family members and other child-sen^ng 
agencies, Ohio utilizes quarteriy public forums and a number of 
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friterdepartmental work groups on specific topics requiring joint plann^ 
and impienientation, suc^ as one on mental health services to youth in 
the juvenile justice system. 

Effective planning for children Invotvee famlUee early In the process 
ami In vimys Umt are meanlnghil. Virginia successfuHy ^wolved 
famffies earty in its process isy joining fences with PACCT (Parents cmd 
Children Coping Together), a parent «lvocacy and support organization 
already existing in the state. The Virginia [Apartment of Mental Health. 
Mental Retardation and Substance Abi^ Sen/ices collaborated with 
PACCT to develop the state's proposal to NIMI-i for a CASSP grant, 
which resulted in PACCTs ot^tairyng a part-time staff por<tion as part of 
the state's CASSP program funded by NIMH. PACCT members sit on 
a nianber of state planning and policy formulation committees. incliKfing 
the Mental Health Planning Council. PACCT keeps k)cai parent support 
groups infonnned of stats plann^ activities through a quarterV 
newsletter. The state has helped to strengthen PACCT and to facilitate 
deveh^pment of over 20 tocal parent support groups by provk:^ mini- 
grants to parent groups to help pssy lor meeting-related costs, such as 
transportatton. chPd care, refreshment and postage. 

Effective planning processes ensure meaningful representation of 
children and fammea of color. In most state systems, children of cofor 
are oven^epresented in tiie most restrk:tlve placements and tend to have 
limited access to t'eatment sen^ices. even in states with small minority 
populations as a whole. Effective planning processes recognize ti^ as 
a fundamental systemic problem and take steps to involve minority 
groups and families of color early in the process. Several states— for 
example, Mississippi and Pennsylvania-^rm^ minority affairs 
committees or subcommittees of their larger planning councils. In 
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Alttsica, wfth support from the state mrou£^ iocal CASSP gra^ 
vfflagers developed ideas cuiti^ r^vant approaches to care for 
Alaska Native ycHith with ^notional c^turbance. wNch became an 
integral part of the state's 99^ plan. 

Effe^w f^fu^ng processes for chMnn devetop and maintain a 
mum-^ncyfOGua. Planning for children recognizes that c^Qdren and 
the^ families generaRy require the services of more than ^ the mental 
health agency. Planning councils indude reprraentatives from other 
chSd-sen^ agendes who have suffid^ stati® within thek respective 
agoides to make or at least Influenoe poBcy dectelons. A number of 
states, such ss OMo, Virginia, Louisiana and Tennessee, among 
othws, have mandated, throi^ tegislatfen or executive order, 
interagency fining and problenvsdvkig bodies, wh<^ deHbfcraltons 
become part of the state's 99-660 plaining and imptementetkjn process. 

Virginia, for example, instituted an interagency tHidget Initiative, involve 
its child mental health, juvenBe justice, cmi welfare, health, substance 
abise, rrwntal retardation and educatton systems, to plan and fmd an 
Interagency Funds Pool and a local Interagency Sen^ Project The 
InterE^iency Functe Pool provkles fbiancial bn^entives and technical 
assistance to icx^iiti^ to start new community-based sendees for 
children with eerious emotional cfelurbances. The Local Intera^ncy 
Sendees Projects are demonstrattons of services planned, funded and 
operated across local agendes. 

ef^cUva fHannIng procaasaa fnvolva local planning, admlnlalraUva 
and seiWce anUOaa, Depending on the state structure, counties, cities, 
r^ons, tocal sendee boards and a range of community-tMeed providers 
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and tocaU parent cM-ganlzations need to be integrated into the et^ 
planning fKoce» if the plan to be meaningM. 

Kentucky noted in its 99-680 Plan that, 6ke ^ other states, it to one of 
"vast cultural and geographic ciflierences, [whtoh] must be considered for 
serv^ to b9 appropriately designed and effective f»iomoted." To 
ensi^ tiiat its plan wss responsive to this diversity and to promote local 
ownership and enthus^m, Kentu^ ir»tituted a local planning init^itive 
to ocHTipIement sterte-wide planning. CkxTUTUjnity n^ital health servtees 
\n Kentucky, t>y statute, are admir^ter^ tsy 14 r^orari community 
mental health/mental retafdatk>n tx)ards, each servlr^ a specified 
geographic area The boards are r^ponsRsle for servte^ to afl 120 
Kentucky counties. The state provkied mwSi grants to each of its 14 
regk)nal community mental ImaMVmental r^ardatkm boards to initiate 
and nriariage a planning process that involved key constituencies, 
identify Issues and strategies consistent with eiK^h rsgton's strar^ths, 
weaknesses and resources, and devetoped concrete objectives. The 
local processes and plans were gukied by the draft state plan. The 
regkxral p^, once completed, were then Incorporated into the state 
plan and eUso became the bm^ for developing budget alkx»tk>n8 to the 
regtor^. 

Pwnsylvania has a strong c^nty-administered structure for mental 
health servtee delivery for both inpatient and communlty4»»ed services. 
Stale law requires county governments to provide a range of mental 
health sendees, which most counti^ approach through contracts with 
private sendee agendes. County progran^ use coorcfinated planning 
gi^deUnss devekjped jointly t)y the State Departments of Public Welfare 
(which touses the state mentsd health agency), Agir^ and Hesdth to 
devetop coordinated hunwi services plans. The state adjustad the 
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tim^nes of this c(»jnty-!0ve} planning proc^ to eraure that the county 
p)m could tidcoma part of the 99-660, as weH £» budget 
envelopment, process. 

Vennont, a small state viHth a centralized administrative structure, put In 
place 1 2 Local biteragency Teams around the state, conprised of district 
chid welfare directors, chiidren's coordinators frm community mental 
hea^ centers, local spotM education administrators, priv^e sendee 
providers from the area and parwrts. The local teams develop 
IndlvlduaBzed cross-agency sen^ plans for miAI-protJiBm youth with 
serious emoticmal disturbance and work closely with a corresponding 
State Interagency Team to identify systemic barriers and opportunities. 
IhB state team, v^fith ongoing local Input and review, coordinates the 
plannlr^ process for children with serious emotional disturbance. 

EttodOn fining processos buM on ana Incorporate rolstod 
fffogrrnnmaUe and fanning InttlaUvea In th9 9$aito. The opportunities 
and te^ies presented by P.L 99-660, CASSP, Robert Wood Johnson 
ChBd Mental Health Prp^cts. c^ld welfare refomi efforts, other fsUMH 
initiatives, sudi as those funded by the Human Resource Development 
(hTO) and Mental HeaRh Statistics Infonnation Programs (MHSIP), and 
other relat^il efforts In the state need to be con^ored in child mental 
health plannbig, as do the state's established budget development and 
iiHanning cycles. Child mental health plans tend to be strengthened by 
their integration with existing reform initiatives and state planning cycles. 

Pennsylvania, for example, indudes a section in fts 99-660 plan in whidi 
it Identifies a number of financial and administrative InitlalivBS In the state, 
such as Its Robert Wood Johnson Foundation Grant, that would be 
utifized as part of its plan to establish and support a unified system." 
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tumid98, /fifafMf and tnvB^mnl In ihe pftrn. Effectiva (iwocesses 
accompHsh consmuancy-k^Mig usuaHy tfvou^i a coml^naton of 
strong state agency leadership, talented staff, at least one and usui% 
severid active pISBin^ coundl members and parents. Such suf^sort 
cruciai to acccrniplish impiem^rtation of otsjectlves. Strategies may 
involve: deveic^sment of multiple committees and task forces, as In 
Ohio: stete-wide public hearings, which many states utStee; state-wids 
dissomination of white papers on different expects of the p^, as in 
Veimont; use of consuiUuns or representatives from other stat^ to 
generate interest in a system des^ concept utilized elsewhere; and, a 
variety of other strategies. 

To state the obvious, planning processes mat fan to produce viable plans have 
characteristics opposite from those ji^ descrttsed. They are d^orgar^zed. There is 
no corrvT^tted, SKxxsuntable staff persc»i aligned to devetop and ri^^ 
Plannbig coundis do rK)t)mve the "rlghf members. For exs»nple, other c^joicies may 
be represented on the planning councfl by staff who teck dec^ion-maklng authority (or 
access to same). They thus cannot commit their i^ienc^ to rn^uiingful parti^^ 
bi plan implmnentation. Key stakeholders are left out or given only token involvement 
in the plann^ process— a common failing with respect to families, mbiority groups 
and youth tl^mselves. Partidpants are not given meaningful roles or assignments. 
The process Is not infomfwJ by strategks thinking--/.a, what needs to happen vvhen; 
who needs to be Involved; how can they be engaged; what are the barriers to resolve: 
what are the opportunities upon whteh to capitalize. P.L 99-660 planning is not 
integrated with ex^ng state planning mandate or with related children's sisnnce 
reform Initiatives, such as CASSP. 

When a planning process has this array of diaracteristlcs, the message a state 
is giving is that it is not serious about systems change. Participants wilt tose interest 

21 



ERIC 



23 



qtjrickty. and the product typicaliyvviHemli^ as a plants Convert, 
a planning process wNch — 

• or^iz»j and staffed; 

• involves key stakeholders, inckjding families, minority groups arKi o^r 
egendes, in meantngflri ways; 

• is inte^ated with tocal planning processes; 

• is coorcSnated with related refonn initl£ttives; and, 

• buikis a constituency for system improvement — 

far more likely to y^ a plan that is dynamto and capable of sustaining the interest 
and momentum needed for successful Imr^ementatkm. 
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DEFINITION OF THE TARGET POPULATION 
AND NEEDS ASSESSMENT 
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Among the first tasks facing planners are those of determining who the target 
population is, its size, its needs, and the implications of its size and needs for the types 
and amounts of ser\nces required. Planners then must assess the strengths and 
weaknesses of the current sendee system against this needs assessment; i.e., how 
many diikiren are anally recei^dng servk^ as compared to the need; what kinds of 
servtees are they receiving compared to what they require; who is f^-ovkling ser>dC8s 
and at what cost; and, what are the problems, barriers and opportunities, given the 
needs. 



Pefinftion of t he Pooulatton 

Defining the target population, while essentia!, tends to be problematic. The 
mental h^dth field 'm it^lf not clear about who. precisely, is an "emotionally disturbed" 
cNid (Iss'^cs. /)84). Even if there a concise, universally acceptatsle definition, 
states still must gre^op^e wttii whetiier their target populations encompass only 
seriousty emotionally disturbed or emotionaUy disturt>ed chlkJren, and, in addition, 
those at risk (whk^ raises yet anotiier set of definitional issues~/.e., who is risk^). 
Ateo. states mi^ dedde whettier tiie target group indixfes all childran who meet tiie 
agreed upon definition or onty those who are poor. (The Connectfcut adult plan, for 
example, dearly specifies that its mrget population ^ tiie seriously mentally ill poor, 
whkh it defines as persons with income that does not exceed 150% of the federal 
poverty level). There is also tiie issue of the age range of the target population. Many 
state juvenile codes apply to children to age 21 . The Education for AN Handicapped 
CNklren Act (P.L 94-142— now known as the Individuals with Disabilitira Education 
Act) covers children to age 22. Most child welfare statutes cover children only to age 
18. 
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Across the ch»d^rvlng disciplines and agendee. there is ambiguity ami 
diversity k\ the definitions used U> desott^e often the sme population of children with 
emotbnaidteorcto. The rnentai health system inay label a child "conduct-disordered" 
whom the education system has described as havktg a behaviorai problem related to 
a learning disaWy. ThB juvenile justice system may label the same child Inconigible'', 
and the child welfare system considers him abused or n^lected. That same 
youngster might also tse a runaway or homely youth whc»n the courts call a "Status 
offender"; he may be also a "substance abi«er" and at risk for HIV Infection. Labels 
are themselves a problem. They can be stigmatize, exclude children from services 
or pigeonhole children into systems where ttiey do not belong. 

Complicating the tasl< of definir^ the target population is that those involved in 
planning procmes bring their own bias^ and the different mandates, perspectives 
and agendas of the organizations they represent Because definitions ultimately lead 
to detennlning swvice responsibility, there is tension between agencies* wanting 
definitions thai protect their turf, and wanting definitions that protect them from 
acquiring too great a share of the service responsibility. 

Other child-senfing systems, particularly the juvenile justice and child welfare 
systems, have criticized mental health agencies for actopting definitions that are too 
nanxw and exclude chOdren invoived in other systems. On their part, mental health 
^ndes, with Ibnited resource and often no legislative mandate to serve d^ildren, 
have been concerned about defining their target population too broadly. With 
encouragement from CASSP, states are trying to re-frame the definition issue as a 
mufti-agency responsibility. Entailed is the identification of a population of children, 
ifwolved In other systems, for whom the mental health system needs to provide 
supportive servfcro. with other systems having the lead administrative and case 
management responsibility, aoji identiffcation of a more seriously disturbed population 
of children for whom mental health needs to provide the lead role, with other systems 
providing supportive services. 
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A number of operationat state definitions of target populations share common 
characteristics. They give priority to the fbllowtng: 

(a) cr^dren who have serious emotionai disturbarK^ (L»uaity 
characterized by seveilty and (^ronidty of functionai disabilities); 

(b) diildren who have a OSM lil-R diagnosis; 

(c) ch&iren wUh rriult!,n'.g problems who are Involved with more than 
one agency; and, 

(d) incre^ingly, states ^e including 8m\e defined group of Chilean 
wtio are risk" for serious emotional disturbance. 

North Carolina, for e)fflmple, gives priority to: (1} seriously emotlonaliy 
disturt>ed children and y(Xith; (2) children and youth with more than one disability; and 
(3) young children, ages 0-7. with deveiopmentsy delays, atypical development or at 
high risk, who can most benefit from early Intervention and prevention activities. 

Pennsylvania's definitk>n includes children, ages birth to 18 (or to 22 if enrolled 
in special education), who have a DSM lll-R diagnosis, receive servtees from mental 
he£^ and one or more agenda, and have been ktentified by a \ocai ^neragency 
team as needing sendees, as well as diildren at risk, defbied as exhibiting substantial 
(50% or less of expected age leveQ delays in psydioscx^al developnnent. Priority at 
risk chikiren are tiiose whose parents have a 8erk>us mental illness, children who have 
been physk:atty or sexually abused, those who are drug dependent and tiiose who are 
homeless. 

Virginia's definition also targets both children with serious en^onal 
disturbance and young children who are at risk. It includes chikiren under 18 who 
have a defined mental healtii problem that can be diagnosed under DSM lil-R and/or 
ail of the following: (1 ) who exhibit problems which are significantiy disabling; (2) have 
problems whk^ have lasted at least one year's time; (3) have problems which have 
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become n%>re cfisabling over time; and. (4) require services by more than one agency. 
Young ^iidren. 0-7. who are at r\sk include children with environmental and 
p^c^K)iogical stressors, or predisposing factors. Examples include poverty, premature 
bfrth, parental psychopatiiology. physical or sexual abuse and other maltreatment, 
teenage parenting and parental divorce. 

Missies^ also targets children under 18 with serious er^onai disturbaoice, 
dwacterized by significant fundional disability, DSM IH-R diagnosis, multi-agenoy need 
and duration, as well as diildren at risk. "High risk" is defined as: failure-to-thrive 
syndrome in infancy; failure to achieve developments mll^ones at appropriate stages 
or In normal time ranges in infancy or early chikJhoal; environmental stresses that 
precipitate social t>reakdown, such as divorce, death of a fami^ member, 
homelessness, parental unemjatoyment, severe deprivatk>n due to poverty and single 
parenthcxK) In a f^ty; families e)q:»riencing drug or ak»hol addlctk>n or mental 
illness; chikdren who have been subject to physical or sexual abuse or neglect: and, 
children suffering chronk: physical illnesses or handteaps. 

Alaska's definitton kientifies "Severely emotbnally disturbed" as a sub-pq:HJlatk)n 
within "emottonally disturbed" and "severely mentelly r as a sub-populatfon within 
"severely emottonally disturbed". The Alaska 99-660 plan giv^ the following 
description: 

Children and adotoscents who require n^ilal health sendees are generafiy 
divided \n Aiiska into 2 categories: emotk>naliy dteturbed, and severely 
emotionany disturbed. The sub-population of chtkiren and adotemnts who 
require mental health sendee are referred to as "emotionalty disturbed". Those 
requiring more intensive sendees are referred to as "severely emottonally 
disturbed*. A severely emotionally disturbed chiki or adolescent is one who: 

1. Is under the age of 18, or is under the age of 22 and has been 
receiving sendees prior to the age of 18 that must be continued for 
maximum therapeutic benefits; and 
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2. Exhibits severe behaviomi, emotional, or sodal dteabiflttes that 
con^qt^ntiy disrupt me dilld's or adolescent's academic and develop- 
mental j^ogresa, family and/or interpersonal relationshlf^, often to th9 
point that the child or adolescent is at risic for out-of4KMne placement 
or is placed out-of-home; and 

3. Has dlsc^iHties that have continued tbr an extended period of time, or 
on the baste of specific diagnosis by a qualified menial health 
professional are Judged ilicely to continue for a year or more; and 

4. Has disabOities that cannot be attributed solely to inteltectuai, physical, 
or sensory deficits; and 

5. Freqiantiy requires intensive well coordinated treatm^denvered by an 
intercSsdpHnffly team involving the family, courts, education, mental 
health and other family service agencies. 

Severely mentally ttl diiidren and adolescents are part of the overall group of 
severely emotionaily dteturbed children and adolescents. These ymjfii must be 
diagnosed by a psychiatrist as having a schizophrenic ma]or affective, or 
paranoid cfisorder, or, on the basis of e\^uation by a psychiatrist, must t» 
Judged liicely to exhibit these disorders in the future. 

The priorities of sendee development of mental health services for children and 
adolescents are as foltows: 

a. ) Severely Emotionaliy HI (al^ referred to as Severely Mentally 111) 

b. ) ^verely Emotionaily Disturbed 

c. ) Emotionally Disturbed 



Some states, such as Vermont, have codified ther definitions in state law. 
Within tiieir target definitions, some smtes also identify special sub-populations. Ohio, 
for example, identifies Appai£K:hian. Amish and hearing Impaired children; Alaska 
focuses on Al^a Native youth. 

There is no one "con-ect" definition. Each state must dedde for rtself, but it must 
make a decision if realistic planning is to proceed. 
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Slza of Hw Population 

Once the planning process has defined the target poputatran. H can turn its 
attention to conducting a needs assessment. Needs assessment concerns itself both 
with detenmin^ the size of the population and with determining its requirements for 
welt being— /.e., hov« many children need servicos and what idefirfly, cto they need? 

To determine the size of the target population, planners need to answer two icey 
questions: one is how many cWldren within the target definition need sendees, and the 
second is how many children who need services will receive them from or with the 
involvement of the pM\c mental health system. Not all children who need services will 
receive them from the public mental health system. Some chfldren wHI access sendees 
only from private providers who have no relationship with the pMc sector; and, some 
number of diildren, even in the b^ of systems, will go ur»erved, if not by choice, 
then because resources are Dmited and there are prot>lems of access, availability, 
quality and the Hice. Those involved in state planning prMSSses must decide what 
^gets for the pubTtc system are honorable but realistic, i^levable but not 
minimallstic. 

Tlie art of estimating how many children with emotional disturbance, or with 
serious emotionat disturi^ance, need sendees is at a fairly primitive stage (Kessier, 
1988). Research at a national level on child and adolescent needs assessment is a 
good decade behind its adult counterpart In particular, there is very little research 
describing how many children need which services (Pires. 1990). 

States have used a numiser of different approach^ to arrive at an aggregate 
number of children in need of services. These have included: use of national 
prevalence data; use of expert panels and key informants; field sun/eys; analysis of 
utilization data; application of social indicators that correlate to a need for sendees; 
and, typically, a combination of these. There are advantages and disadvantages to 
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aB. Diractmethocte.suc^ as fiekl surveys, take time and money, but may 
accurate estenate than Nifirect methods, such as of natiof»l prevalence data, 
which may not iMsqspUcabie to a particular state. On the other hand, direct methods 
nmy bB more sit^oc^ and.thifi. /ess accurate than data that has achieved crec^lity 
at a national level. Analysis of utilization data (i.e., numbers of cNldren actually ising 
sennet) to estimate need for services is espedalty problematia At best, utilization 
data measures demand fbr sendees, not need; and, den^nd, or the extent to whidi 
people use services, is skewed by such factors as access, quality, affbrdability. 
appropriaterress, stigma ^sodated with sendees and administrative barriers. A family 
of color, fbr example, may be very disinclined to use sendees that are not culturally 
relevant. 

In the chHdren's m)rld, utilizatk}n data is rendered even rTX>re questk>nabte by 
the fact that it is often of poor quality. Data systen^ in state mental health s^endes 
have tended to be very adult-oriented; NIMH's Mental Health ^atisttos Infonnaton 
Program (MHSIP) h^ been almost entirely adi^4ocused. Also, there are few mss- 
agency data systenns a! the state level that track chlklren involved in more than one 
system. A handfid of stat^, such as Ohio, have begun to develop cross-agency 
management infbnnation systems, and the Roben Wood Johnson Foundation Child 
Mental Health Initiative has made this area a priority. However, the "state of the arf 
presently is in its infancy. As a result, it is difficult for state planners to obtein 
unduplicated counts of diiklren using services, to know if more than one child in the 
same family are receiving sendees, to know which other agencies may be providing 
sendees to a child also Involved In the mental health system and the like. Data on 
children using private service is even more difficult to obtain. 

Some state Certific^e of Need processes (which approve appncatk)ns fbr new 
health care ^lities) rely on utilization data They assume that heavy utilization 
correlates to a high need for services arKi low utilization to a low need. However, 
hea\/y utilization-^or example, of Inpatient Ijeds— may be due to a lack of other 
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altemativas; low utilization may be caused by a host of facers, such as location and 
quality. ReNnbi^enient policies are a critical factor affecting utilization because they 
create N»ntivi^=ord^icentive$— 40 use certain services. Many insurance policies, 
for example, covrvr inpatient care but not community-based serviCTO. 

Planning processes oft^ spend inordinate amounts of time and energy defining 
and counting children, it is essential in planning to do tx)th. and, indeed, P.L 99-660 
requires that state plans specify quantitative targets. However, the degree of 
refinement is far less important than achieving consensus on targets that are realistic 
and sound. As one of the authors of the Congressional Office of Technok^ 
Assessment report on child mental health services noted: 

Precision does not mattw ... ba^ause so few of those who need 
treatment actually receive treatment, in practical terms, it does not 
matter whether there are 5% who are serioi^ disturbed (by whatever 
definition you ise) or whether that is 8%. We are so far from providing 
appropriate tr^rtment that it will be 20 or 30 years (at the present rate) 
before such information \b ireful. 

(Saxe, 1988) 

Just as states have utilized a variety of approaches to determine the gross size 
of the target population, they have relied on several rationales for determining how 
many dindren will receive services from the public mental health system (either in a 
lesKJ responsibility or supportive sewices role). This target is, of course, the more 
Important one for rraource alleviation and system implementation decisions. Statra 
that have conducted only an overall needs assessment witiiout ^at)lishing a target 
for the public system will be unable to determine the "size" of the system needed— /.a, 
the number of service components, staff and dollars required. Tho^ states that have 
established public sector targets have done so generally through a negotiated process 
with those involved in the planning process. Negotiations take into account tiie current 
capacity of the system compared to tiie need, and may also consider stendards set 
t3y other states. 
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Nofth Carollm, Hke a number of states, used national prevalence data to 
determirw the size of ths population In need of services. It adopted the prevalence 
rate of 11. 8% provided by Gould. Wunsch-Hit^g and Dohrenwend (1981) to detem^ne 
the overall number of diiteiren in need of services, and the rate of 5% of the population 
provided by Knitzer (1982) to detennine the number with serious emotional 
disturbance. However, North Carolina establish^ 2*^% of the child population, not 
1 1 .8% or 5%, as the target for the public system to serve. North Carolina notes in its 
plan: 

Althoi^h ^ projected target of 2*At% of the po^aHon indeed 
conservative, it represents substantial and manageable expansion of 
existing sendees over the next 8-10 years; arrd these figures have 
become the basis for the implementation of the diitd mental health plan. 

Vermont corrducted its cwn statewide needs assessment, utilizing surveys to 
providers and parents, to anrive at an ^mate tiiat 5% of Its child population is 
severely emotionally disturbed. However, Vermont established 2%, not 5%, as the 
target to be served by the public system. Uke North Carolina. Vermont felt that this 
was a more realistic, though still ambitious, goal given the cun^nt capacity of its 
system. 

Maine used a combination of national prevalence data and data from three state 
interagency pilot projects serving children with emotional disturbance to determine that 
5.4% of Its c^id population has serioi^ emotional disturbance. Citir^ the experience 
of North Carolina, Maine adopted as its planning target 2% of the population, not 5.4%. 
Using its 2% target, Maine tiien estimated the number of children to be served in each 
of its six regions, and, using data from its pilot projects, broke those numt>er8 down 
into diagnostic categories. For example, in Maine's Region I, the state estimates that 
345 children (or 2% of the child population in the region) will require mental heaHh 
services from the public system over the course of a year. 177 (or 1%) at a point in 
time. Of tiiese 354 children, Maine estimates, based on the profiles of children served 
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in Its pilot projects, that 141 can be esqsected to have atten^'^^ deficit dtec^rs, 54 
me^ daprrasive dlsc^xlers, 7 schizophrenia, etc. The type of a|;^>roadi utffized by 
Maine bre^ large, unwieidy statewide numbers and profiles into manageabto 
snapshots by region, county, local sen^ board, etc.* 

Service Reoulfemenis 

Estimates of the aggregate number of children in a state who r^ed mental 
health services, evai when broken down by county, region or other local entity, and 
even when further refined to a public sector tai^et number, do not indicate, erf course, 
what the sen^icss are that those chiWren require or how mu^ of each type of sendee 
is nodded. 

To determlrw what array of senricro Is needed and how they should be 
organized into a system, stett^ again have relied both on national research and 
iiteratura. as weU as on state-specific parent and provider surveys and expert panels. 
The ma|ority of plans drsmv on C^P material to describe desirable sen^ 
and th^ organization. Many plans also identify requirements specific to characteristics 
oftfwpopuiatoninthestate. Alasica, for example, desert the need for viHages to 
dev^ their own cuitiffaHy relevant approach to cm for Al^ka fMve youth, as 
opposed to havir^ "8olutior»" imposed from the out^. Kentucky described a 
critical need for trednbig and education related to annmunity-based sendees, l>ased 
on the results of a needs assessment conducted by Its Child Mental Health Bi^eau 
that sun^eyed CMHCs, s(^K>ois, child welfare staff and otf^r pubHc and private child- 
serving agencies. 



*lt aJso should be noted, however, that projecting the number of children by 
diagnostic category does not translate necessarily to a projection of service slot needs, 
since dis^noslic categories do not provide Information related to a child's functional 
abilities. 
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Dsterminir^ how mudi of each type of service is needed has teen fa* rwrs 
problematic tor states than desolbing service requirements in general. Few resources 
have exited at the national level that describe approadies to estimate the size of 
service ccmiponents, number of staff, dollars and other resources required. Befm, 
Honand and Macbeth (1987) describe a method for estimating the relative proportbn 
of each type of service to an entire continuum based on the WIBie M." experi«%:e in 
North Carolina. Friedman (1987) developed estimates of service capacity In a 
balanced system of care, based on extrapolattons from the Behar, ^at. metliodology 
and on data from several communities in Rorida. Most recmitly. Pires (1990) 
descrftsed an approach used by the DIatrtot of Columbia, adapted from a method 
developed by the South Carolina Dev^opmental Di^lit^ Council, that ^mates the 
number of children needing each of the following types of services: outpatient; 
therapeutic nursery; psychoeducationai and day treatment; thempeutic foster care; 
therapeutic group homes; in-home c^ts sen^ices; supervised independent IMng; 
residential treatment; acute ini^ent; and, case management Ihe D.C. approach :«iso 
estimates the numt)er of staff, slots (or beds) and dollars needed t3y component and 
for the system as a whole. 

The approaches desaifc>ed by Behar, ef a/., Friedman and PIres are all 
component-oriented; that is. they address the size requirements of specific program 
components, such as the number of day treatment slots or inpatient beds or cm 
management staff, to sen^e a given number of children expected to need each 
program. Work also is needed to address capacity issues in the type of incMluanzed 
care approach represented by the Alaska Youth Initiative and Project Wraparound In 
Vermont. In this approach, some amount of funding is left 'tree", not attached to 
specific program components, so tiiat very Individualized (and. usually, time-limited) 



'^llie M." refers to a dass action lawsuit, Willie M., et al. vs. James B. Hunt, Jr., et 
al,, filed against the State of Nortii Carolina In 1979 that was the impeti^ behind the 
development of a comprehensive, organized system of services in North Carolina for 
children with serious emotional disorders who are also violent and assaultive. 
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services can be pundiasod for a child and famtiy, such a tutor attached to the 
child's school w a homemaker in the family. There is no method cunwtly for 
detemiining how many children need tWs type of individualized, "wraparound" care or 
the amount of resources required, although the model Itself is r^eiving increasing 
attention in the literature (Burchard and Clarke, 1990). 

Unless a state knows "how much of what" it needs, it is difficult for it to 
undertake planned, concrete servk» system development over time. Very few stale 
plans currently, however, attain this level of spedfidty. 

Current System Assessment 

States utfflze a variety of aspects of their planning processes to assess the 
strengths and weaknesses of their current systems for children in view of the need. 
These Indude: soliciting the views of planning council members and other "exjwrts" 
in the state; surveys to parents and providers; conferences and other forwns; staff 
reports; analyses of utilization data and other mental health and aross-agency data; 
quality assurance committee reports; etc. GeneraNy speaking, the more candid a state 
plan is about its cunent system, the more realistic and sound is its plan for system 
Improvement 

The Pennsylvania 99-6^ plan, for example, indudes a section on "Service 
System Problems" that is both sucdnct and frank. In a few pages, the plan 
summarizes problems in the current system, as compared to neaJs, for chikJren with 
serious emotional disturbance and for children at risk of developing serious emotional 
disturbance. 

Accurate assessment of current services provides a context for system develop- 
ment and a baseline from which to measure progress. NIMH guidelines for 
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Implementing P.L 99-660 also stress the Importance of states' providing a description 
and analysis of thefe" current servfce systems. 

The needs assessment pnx:ess. like that of defining values and philosophy 
describKl in the ne?rt section, is an early part of the plannir^ proc^ that can senre 
to bring people together, generate interest and begin to develop consensus about 
system diange objectiyes. 
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One of the major achievement of the CASSP initiative has been the emergence 
of a shared vision that ctefines the essentia) values and characteristics of an ideal 

» 

system of care for children vtnth emotional disturbance. Advocates, mental health 
professionals, state and local administrators and family support groups have begun 
to share common ground in endorsing CASSP values that include: an integrated 
multi-agency system of care, which provides a brt^ range of treatment options; a 
partnership betwe^i parents and prof^ionals; a preference for home-based and 
community-based nc^residential service; and, culturally competent services that 
respect racial and ethnic diversity. The literature describes CASSP core values and 
guiding principles as follows: 

CORE VALUES FOR THE SYSTEM OF CARE 

1 . The system of care shouki be child-centered and family-focused, with 
the needs of the child and family dictating the types and mix of services 
provided. 

2. The system of care should be community-based, with the locus of 
senrices as well as management and dedsiorHnaklng responsit>ility 
resting at the community level. 



GUIDING PRINCIPLES FOR THE SYSTEM OF CARE 

1 . Emotionally disturbed children should have access to a comprehensive 
array of sendees that address the child's physical, emotional, social and 
educational needs. 

2. Emotionally disturbed children should receive individualized services in 
accordance with the unique needs and potentials of each child, and 
guided k>y an individualized service plan. 

a Enriotionally disturbed children should receive senrices within the least 
restrictive, most normative environment that is clinicaliy appropriate. 
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4. Tha families and surrogate families of emotionally dteturbed children 
should be full participants in ait aspects of the planning and delivery of 
services. 

5. Emotion^ disturbed chRdren should receive sendees mat are 
Integrated, with Hnkages between chiid-caring agencies and programs 
and mechantems for planning, developing and cooKfinating sendees. 

6. Emc^eAy disturbed diiidren should be provided with case 
mara^iemem or simHar fTie<^isms to ensure that multipie services are 
delivered in a coordinated and therapeutic manner, and that they can 
move through the system of sendees in accordance with their changing 
needs. 

7. Early kientification and Intervention for children with emotional problems 
should be promoted by the system of care in order to enhance the 
lilcelihood of positive outcomes. 

8. Emotionaily disturbed ^Udren should be ensure smooth transitions to 
the adult service s^em as they reach maturity. 

9. The r^hts of emotionally disturbed children should be protected, and 
effective advocacy efforts for emotionally disturbed children and yoi ih 
should be promoted. 

10. Emotionally disturbed children should receive culturiAy competent 
services whi^ are provided without regard to race, religion, national 
origin, sex, physical disability or other characteristks. and which are 
sensHtve and responsive to cultural differences and special needs. 

(Stroul and Friedman, 1986) 



Tlie existence of a consensus in the field regarding values does not lessen the 
importance of states' developing and articulating their own sets of values through their 
state planning processes. The process of formulating values and a vision provides a 
unique opportunity to bring togetiier different constituencies, to forge new alliances 
among them, and to generate a momentum and enthusiasm for systems change. 



Most state f^ans articulate CASSP-|]l<e principles, values and system design 
concepts, and some stat» have encouraged broad citizen participation in the process 
of formulating these values. In Pennsylvania, for instance, the process of value 
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definition was a vehide for expanding and educating a new constituency in support 
of refonning (^ildren's mental health services. 

Pennsylvania held a series of regional planning meetings allowing citizens to 
document the shortcontir^ of the ^dsting system, to articulate a visif ^n of reform and 
to define the values that should guide its implementation. Cor^mers, family 
members, public officials, union representatives, policy makers, service providers, 
^ivocates. cflnldans and other stakeholders (including representatives firom other 
child-serving agencies, such as child welfare, education and juvenSe justice) 
participated in the Penr^yivanla planning process. 

As a result of th^ meetings, the Pennsylvania Office of Mental Health (OMH) 
adopted a set of ^ues to guide the process of planning a unif^ system of mental 
heatth service, whidi hm a strong family and consumer orientation and which is ba\h 
adult- and chnd-fbcused. The OMH values assert that tx>th adults and children and 
their families deserve: 

• To participate in choosing the nature and extent of needed resources, 
participate In sendees voluntarily whenever possit>te and in evaluating 
the quality and effectiveness of those sendees; 

• Access to mental health sendees or related supports regardtm of: 
age; gender, sexual orientation; cultural, ethnic, or radal membership; 
place, or lack of resktonce; legal status: English language competence; 
and presence of other conditbns; 

• To have sendees provided in a manner that Is Indivkiualized, least 
intntsive or disruptive and promotes personal growth and development; 

• Access to mental health services which includes state mental hospitals 
in their community; 

• The opportunity to have the support and involvement of family and 
friends; 

• Sendees provided by weti trained, competent, compassionate staff; 
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• opportunities equhmlem to others in the community for: hoiking or a 
pemianent ttome; omployn>ent; education and/or training; heatth ewe; 
recreation; social supports and friendships; epirituai life; other 
appropriate assistance and benefits; and 

• To [have a system that] recognize{s] consumers, family meml>ers and 
professionais as vaiuable partners at all levels of the mental health 
services system. 



Once adopted, a set of values becomes a roadmap for guiding the direction of 
reform, resoMr^ difficult dispute and establishing goals, objectives, tinTelines and 
fiscal priorities. Values also shape mission statements. Alaska, for example, adopted 
three core values— nom^izatlon, unconditional care and individualized care. These 
core values underpin ttie plan's mission s^ement for children, which reads: 

The nftission of the child and adoi^cent section of this plan is to 
ensure ^ildren and addescente with serious emotional disturb- 
ance and mental Olness access to a flexible system of care. The 
care must be t^ssdi on the unique individual nrods of the cNId 
and fanr%. Parents and guardians must be involved cooperatively 
in program piarviing and detisior^ to er^re prov^on of sendee 
in the c^Ttlmum therapeutic environment in the least restrtotive 
setting possible. Functe should follow the child to service and be 
combined with funcHng from o^er child-serving agencies to allow 
maximum service development. 



Effective state plans explidtiy demonstrate a lexical connection not only between 
values and mission, but between 'values and goals and ot^iectives. The Indiana plan, 
for example, asserts i» Its Urst vah^ a system of care that "driven by the needs of 
youth and their families". Ck)nslstent with this primary value, the plan calls for the 
creation of parent support groups (and the resources to support them) as a first-year 
objective, imficafting that family support is integral to system refomi, not an after- 
thought. The Indiana plan also demonstrates a cause and effect relationship between 
values and objectives by giving high priority in its objectives to the provision of post- 
hospital step-down care, enabling children to return to their families after hospital stays 
that are not prolonged by lack of follow-up sendees. Similarly, in its statement of 
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prindpies. the Indiana pton asserts that 'youth with severe emotional disturt>ance 
mqukB a variety of services cross cutting agency bouncteries." Indiana's neecte survey 
was conducted in a marvier that is consistent with thte pHndpte. Thirty Interagency 
Boards, made up of representatives from the m^yor agencies that deliver services to 
children, partidpated in the surv^; included were education and special ediK»tion, 
diild welfere, health and mental health (both private physidans and public health 
offidals) and juvenile justice. 

Some states espoi^ particutariy precise values that are uniqu^ derived from 
the special needs of tiieir diildren. Returning to the example of Alaska, its three core 
values, tc^ether with a prindple that ''services must be based on ... individual needs, 
as opposed to attempting to fit the child and family to a pre-exteting sen/ices rnodeT, 
led directly to the goals, objectives and flexible fiscal policies that shaped the state's 
unique Al^ka Youth Initiative, with its emphasis on home-based 'Nvraparouncf 
sendees. 

Values, prindples and mission statements provide the context for development 
of goals and otsjectives. Without this context, there is no unifying vision for systems 
change, and the planning process can deteriorate quickly into wrangling over 
operational spedftos. The process of defining values, whk:h focuses on the kleal and 
makes no immediate demands for resources, is an important early vehide for tsdiding 
consensus, for, In effect, "seojring investors before any money down is required." 
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GOALS AND OBJECTIVES OVERVIEW 



It is not uncommon for pians to artlajiate values and a yM(m for a system 
of care for children and ttien fail to develop goals and objectives that are dearly 
connected to. and that will opsrationalize. their values and vision. Even more often, 
states am able to develop goals but not olsjectives. 

Values, mission statements and goals concern themselves with what is 
desirable. Objectives deal with what is doable (though M minimaHstic, since 
objective flow from the ^^ion, but, rather, what is ambitiously rea^c). It is essential 
h planning to articulate both a vteion and concrete c^jectives. Conceptualization of 
tt^ vision or ideal system provides a context to guide operational planning. Plans that 
launi^ into operational sf^cifics witfK)ut having first ^talDlished this context tend to 
have objectives that are fragmented. By the same tolcen. development of concrete 
objectives ties the ideal to reality. Plans that stop at the vision and never establish 
specific objectives usuaiiy end up on shelves. Such pians serve neither as 
management tools nor agents for systems diange; they fail mainly because they lack 
concrete, meaningful objectives (or because there are serious defects in the planning 
process as described in Section 1). 

The establishment of goals, while still tending toward the ideal, is the first step 
in operationalizing more broadly based mission statements and N^ues. Also, the 
process of developing goals, which, unlil<e the process of developing objective. 
makes no specific demands for dollars, staff, time or other resources, can serve as a 
means to enlist the support and generate the enthusiasm needed for s):»cifyihg and 
implementing objectives. Generally, effective processes attempt to develop cor^er^us 
around a limited set of critical goals that relate directly to the values and mission. 
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VlrolnUi'8 plan provides one example of goal-settino. TTie Virginia plan 
articulates four valiws. In an abbreviated form, they are: 

1. The system must be consmw and famity orated; 

2. The system must be comrmmity crnitBtad; 

3. The system mi«t be aoc^ble, cooncf/zjaied and cofm^mnshfe and 
compstlbfB with diverse culturai and spedai need groups; and, 

4. The system must be of high cpmUfy. 

Virginia's mission statement is based on these values. 7T» mission (again In 
abbreviated fomn) Is: 

To build a comprehensive network of senftoe components for children 
with serious emotional dlsturiMnce or who are at risk; 

• To bufld a r^twork of outreach to homeless Indtvidusls with serious 
mental illness; 

• To develop services that represent a shared vision about the way in 
which they shoukl be delivered; 

• To provide sendees that recognize the unique potential of eech child; 
and, 

• To provide sendees to chiklren and families that irmximize opportunities 
for Involvement and self-detemilnatton. 

Directly related to Hs >«lues and mission statement are six goato. Again In 
abbreviated verston, they are: 

1 . To ensure the availability of a coordlmtmi case managemnt system 
through each local service board; 

Z To develop a responsive service system that Includes an army of 
services; 

3. To expand early idefitmcation and intervention tor children at risk; 
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4. To promote Intmmmwy coonJIrmtion and collaboration; 

5. To deveiop funding incentivss to enable localities to expand the 
convnuntty s&Mce sy^&n; and, 

6. To promote the involmrmit of parents, famlNes, cMc and advocacy 
groi^ps in policy, system deveiopinent, public educatkm and in ttie 
leglsiative process. 



Having estak^hed ^>als for the system, effective planning processes next 
tadde what ^ usually the nnore c^cult task of ^^edfying ^s^ctives to operationalize 
each goal O^ecUm must describe e)q;ilicniy what to to ba done, by when and 
by whom toward achievement of a goal Oblootlves are quantifiable, measurable 
(that Is, they can l>e evaluated), realistic, feasible, time speclfie, prioritized, often 
staged (/.e., short-term, IntermefUate and long-term), and relevant to the goaia. 



Returning to the example of Virginia, the state plan describes several objectives 
under each of the six system gc^s. To illustrate: 



Qoal One (Case Management) 

Objective 1. By 1994, each Community Service Board (CSB) win 
have in place seven fulMbne child/adolescent trained case managers for 
sertousiy emotionally di8turt>ed children and the^ famffies per 10,000 
child population. 



Qoal TVvo (Responsive System with an An'ay of Services) 

Objective 1. By FY 1992, each C^B with e child population of 10,000 
and above will have estebitohed at least one of the less restrictive, non- 
tradittonal sendees: intensive in-home seivices; day treatment/edu- 
cation; individualized residential treatment For CSBs with a chRd 
population below 10,000, a plan for the development of at least om of 
the less restrictive, non-traditional services by FY 92-94 will be in place. 
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Qoal Three (Early Identification) 



Objective 1. By FY 91, each CSB will be paiticipatlng In td least one 
interagency activity related to early identification and Inten^ntion 
sendees fbr children, ^es 0 to 7, wWdi is outHned in the mandated 
local interagency agreem^t Such activities may be through P.L 99- 
457; P.L 100-297; Head Start; etc. 



Under each otsjective. Virginia desoibes strategies for achieving objectives. The 
importance of identifying strategic, whidi first ent^ls understanding vyhat resources, 
responslbliity canters and sequence of events are require io achieve objectives, is 
discussed in Section V. 



STRUCTURAL CHANGE OBJECTIVES 

Based on a re^dew of eidsting state plans and feedback from state plan 
reviewers, it would appear that it is difficult fbr stat^ to develop concrete objective 
that clearly specify what is to be done, by whom and by when. An even greater 
challenge, however, is for stat^ to articulate objectives that actuaUy address systemic, 
or structural, change. Yet, the basic purpose of P.L 99-660 (as well as CASSP) is 
systemic diange. 

Structural change objectives concern themselves wi^ those aspects of current 
operating procedures (usually the most entrenched} that seem most In-ational in light 
of the values, vision and goals of the plan. In the vtorld of public dilld mental health 
seivlce delivery, the "Irrationaf' may be that — 

• There is no mandate, or d^ignated funding, for the public mental 
health system to provide community-based children's servi(^; 

• Three-quarters of state child mental health dollars are spent on 
inpatient care; 
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• Bixxk grant funds for community-bi^ service are aHocated to 
comnumity mental health centers whose services are rot re^)on- 
sfve to the neecte of children with serious emotional disturbance 
and t^»lr famines. 

• Mnority children are overrepresented hi Inpatient and residential 
treatment facilities and undenrepresented in services provided by 
CMHCs: 

• Administrators with operational and budgetary control over cNId 
menmi r»alth services at state and local lev^ are predominantly 
adult-focus^; 

• Plants are viewed by clinicians in the system as "part of the 
problem"; 

• The child mental health, child welfare, juvenile Justice, education, 
health and substance abuse systems do not collat)orme. though 
they share cas^ocKte; 

• There is no requirement or m^Thar^ to coliect child-specific 
utiiizaticHi date or to develop diild-spedfic standarcte eitiw within 
the mental health ^stem or across child-serving agencies: 

• The state mental health agency has a (K)licy of reducing inpatient 
beds, but the state's Certificate of Need process, n^mged by 
another department, Iceeps approving applications for new bmis 
frOTTi fw-profit providers; 

• Most of the state's population of children in out-of-state residential 
care have serious emotional disturbanra, but the mental health 
system plays no role in the placement of these children (or pre- 
v^on of f^mment), monitoring of tiieir (^e or develo^^nent of 
after-care plans. 



The above list is by no means exhaustive, nor does it characterize all states. 
However, It is fflustrative of the Idnds of structural, or systemic, problerTis often dted 
in state plans. These kinds of structural problems are the most difficult but most 
important to tadde if change is to become "institutionalized^-^that is, if it Is to endure. 
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It require a faJr amount of rigor arici tenac% in the planning f^ocess to identify 
and achieve consensus on structural diange otdjectivas. For example, an objective 
calling upon the CASSP program to fund a newsletter for parents would not gen^ate 
the same degree of anxiety within the s^&m as ct^xiSisn requiring aH state 
hospitals and local service boards to include parents as equal partidpants on 
treatment plannhg and dtediaw planning teams. Though ot)jecllvTO may be 
worthwhile, it is the latter obtjective (if implemented with ttm same degree of rigor and 
tenacity) VnsX would lead to more enduring systemic change. 

Similarly, an objective to create a bureau of diSd and addescent services within 
a state mental health agency, and to give it operational and budgetary authority for 
children's services, wlH lead to mom enduring systmr^ change than an ob|edive to 
create a spedal assistant for diitdren's sennet with no operationai authorfty. An 
objective to dtmrgs a state's MmJicaid plan from the dinic to the rehabilitertion sendees 
option, so that a range of community-b£»ed service for children can be covered, will 
create greater structural change than an objective to create a one-time set-asicto of 
state monies to fund local community-based services demonstrations (though, again, 
both objectives may fc>e worthwhile). An objective to mmA legislation to marKJate state 
and local interagency policy formulation and individusd services planning teams will 
produce greater systemic diange than an objective calling for quarterly meetings of 
child-serving agency representatives. 

Systemic or structure change requires leadersh^ and a constituency directed 
toward meaningful objective. The following subsectior» describe structural change 
objectives, aonm a number of key areas affecting children's services, taken from 
existing s^e plans. 
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A. Objectives Related to Infraetnicture 

By Infrastawture" Is meant the undertylng foundation or baste frainework of the 
mental health system. Knitzer ftHmd in 1982 that the infrastructure of most state mental 
health syst^T^ was heavily ^ult-oriented. Centra) operations, suc^ data systems, 
planrtng offices, training, budget devekHwrient, ststfidard-setting. Human Rerource 
Development (HRD) and basic organ^lional structure were iwedomlnantly focused 
on adult sewlces (Knitzer, 1M2). Region^ or area offices, local service boarcte and 
CMHCs tend^ to have simHar adutt-oriented structures and staff. Since Knitzer's 
findings, a number of state plans have fcwused objectives on changing the 
Infrastructures of ttieir systems to make them more "child-friendly" and to give 
children's Issues greater visibility and clout within the system. 

In its 1986 plan, for example, the District of Columbia included an ot)jective to 
create within its Commission on Mentarf Health a Child and Youth Service Administra- 
tion with operational and budgetary authority for the entire continuum of child mental 
health services. Inpatfent through community-based services. 

In Its 99-660 plan, North Carolina indud^ a number of effectives related to 
Infrfifitructure. The state Included an olf ectlve to develop, over a five-year period, 
synchronlcity between the mental heaWi system's data system and those of the other 
major dilld-senHng systems. It Included an objective for its central Office of Human 
Resource IDevelopment to develop a six-year plan to support the child mental health 
system, including pre-servi<» education, recruitment, dtetribution, utilization, career 
systems, orientation, on-the-job training, continuing education, retention, certification, 
credentialing and licensing. 

Early In its process, Virginia focused on an objective to change the structure 
and mandate of its local sen^ boards by requiring that each designate a child and 
adolescent services director. 
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Ohio induded an ot^ective in its 99-660 plan to augment tiie capacity of its 
central researdi and evaluation office to evaluate and conduct research in the 
children's area. It also included an objective to ensure that the planning process 
conducted by mental health boards €ft the community level focus discretely on 
children's needs and integrate a specific children's plan into the larger community plan. 

Pennsylvania's 99-660 plan includes an objective to create a CA^P project 
in all 45 county (or joinder) programs, which have the authority in Pennsylvania to 
administer core mental heaim services. By instituting CASSP projects in each county, 
^ state seeks to ensure that its counties have the capadty to partidpate in and 
manage the coordinated system of care promoted by CASSP. Pennsylvania ateo has 
an objective to require that all Office of Mental Health policy bulletins regarding 
admission to and dMwge from state hospitals and continuity of care agreements 
between state mental hospitals and county programs contain specific requirements 
applicable and ^propriate to children and families. 

B. Objectives Related to Financing Structures 

Funding structures in a state often are themselves in-ational, given the values, 
vision and goals of the state's plan. For example, a goal may ba the development of 
an array of accessible community-based sendees, but the site's Medicaid plan is 
structured in such a way that only inpatient care for children and dinic-based 
outpatient services are co^^ered. A value may be that services should be provided In 
the least restrictive, mosii normalized setting, yet Title IV-E (child welfare) or P.L 94-142 
(education) monies are used to pay for out-of-state residential care for children with 
serious emotional disturt>ance instead of In-home crisis and respite services or 
community-based day treatment Recognizing that financing plays a major role In 
influendng the types of services provided and who receives them, many states have 
focused on objectives to change financing structures as a way to support the 
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development of a community-bas^ system of care. In addition, P.L 99-660 requires 
that state plam describe linanda) resources ... necessary to implement the 
requirements of the plan." 

A number of state plans include objectives to change State Medicaid plans. For 
example, Mississippi (along with other states) had an early objective to change the 
state Medicaid plan to cover case management and day treatment as eligible services. 
Some states, such as Oregon, focused on c^jectives to switch from the clinic to the 
rehabilitation services option to cover a threader range of community services. A few 
states, such as Pennsylvania, have included objectives in their 99-660 plans to 
broaden the scope of services and the size of the population covered by EPSDT (Early 
Periodic Screening. Diagnosis and Treatment) under Medicaid. 

Another financing system change is to alter the allocation of federal block grant 
monies. Kentuclcy, for example, included an objective to divert a larger share of block 
grant dollars to children's services. 

Some states have established objectives to change the way in which the state 
allocates state dollars to the regions, counties or local service boards, to give kx»\ 
entitle greater fiscal Incentives and control to shift dollars from inps^snt to community- 
based services or to target sen^tees to thc^ most in need. North Carolina, for 
example, has an objective, known ^ the Pioneer Project, to restructure the funding of 
services delivered by its area mental health authorities to: terget services to those with 
serious mental illn^ or emotk)nal disturbance (and, in the case of children, also to 
those at risk of serkHJS emotbnal disturbance, reflecting an important early intervention 
goal of the North Carolina child ii^an); and. to encourage local authorities to devetop 
and provide the array of services called for in a system of care. The Pioneer Project 
establishes a purchase of services model of funding in which state dollars would be 
earned by area programs based on the delivery of specific types of services to the 
designated target population. The North Carolina plan stages implementation of this 
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ol^lectiv© over several years. Indudlng: in the first year, enactment of legislation to 
ratay tto project, as as Initial develof^nental work between the stete and five pilot 
sites; In the secwid year, development of policies, njles and procedures and start-up 
of the five pilot Iseglnning of evaluation In the third year; and, expansion to all 
other area programs staged over a remaining fi>^year period. 

Pennsylvania has an objective lo char^ its county funding and reimbursement 
structures to create a unified system at the county level. Counties would be given 
control over botii community mental health and state ri^'Spital dollars, as well as 
Medicaid expemffiures. Counties flius would have the option of using dollars cun^ntly 
spOTt on state hospitel care to develop community-based altematlvOT to hospltell- 
zation. Counties would control dient flow by acting as gatekeepers to fhe unified 
system. 

North Carolina and Pennsyhranla also have objectives in their 99-660 ptar^ to 
knplement "mang^ care" demonstratfons as a means of controlling dollars spent on 
restrictive placements and encouraging spending on alternative (and less expensive) 
community-based servtees. North Carolina's objective Is part of ite Fort Bragg demon- 
stration project, and Pennsylvania's is part of its Robert Wojd Johnson ChiW Mental 
Health Project in C^aware County. 

Blending funding across child-sennng s^encies. or utifizing the funding streams 
of other c^endes, sudi as Title IV-E (child welfare) or P.L 94-142 (educafion) dollars, 
is another objective states have targeted to make finandng mechanisrm more 
condudve to supportir^ community-based services fbr diiWren with serious emotional 
disturbance. The Alaska 99-660 plan, for example, has an objective to create a "new" 
pot of flexible funding, made up of mental health, education and social ser>rices dollars, 
to support individualized assistance and case management, also called "wraparound" 
servtees, for children with sertous emotional disturbance. Ohio has an objective to 
utilize Title IV-E (child welfare) dollars for family preservation services to prevent out-of- 
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home placement of children with serious emotionai disturt>ance. The District of 
CdumkMa 1986 plan inducted an objective to use education dollars to pay for the 
education components in its inpatient, residential treatment, day treatment and 
therapeutic pre-schoot components. 

Some states, sudh as Kentuclcy. have otsj^rtives to increase state appropria- 
tions for child mental health services Isy getting legislation enacted to create new 
sen^ mandates for children with serious emotional disturt>ance. The Kentucky 
obJecUve was to enact legislation to provide intensive family-based services or 
Nvraparound services''. 

A number of states, suc^ as Oregon, have objectives to mandate that private 
Insurance plans cover mental health sendees or, If already covered, include a wider 
array of community-based services. 

Several states, such as Pennsylvania, have objectives to increase access to 
income supports and entitlements, such as Supplemental Seojrity Income (SSI) and 
Tltie IV-A (emergency assistance) dollars, which can help low-income children and 
families offset the cost of care. Such objective may involve placing t»er»fit acquisition 
specialists at local service levels, training for case managers, families and others on 
entitiement criteria and application procedures and improved coordination between the 
state mental heatth and public assistance agencies. 

C. Objectives Related to Interagency Collaboration 

For over 20 years, the nterature on children's services has described the 
fragmentation and needless duplication that characterize children's sendee delivery due 
to the categorical nature of child-serving systems and their lack of coordination. The 
literature also has described the need for holistic, comprehensive services for child 
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and families with muttipie proisiems that can oniy be acNev^ by effectiva interagency 
conaboration. TNs ^ a tesic prem^ of the CASSP program and is certainly implied 
P.L 99-660 in its requirement (#4) that st^ ptens describe "health and mortal 
health service, rehabiltation sendees, empioynTent sendee, housing sendees, 
educationdl services, medical and dental care, and other support sendee to be 
provided to „. children wHh serious emotional and mental disorders and in its 
reciuirement (#10) that state plans describe "a system of integrated sodal, educational, 
juveniie, substance abuse services which, together with health and mental health 
services, should be provided bi order for chfldren and addescents with sertoim 
emotional and mantel disorders to receive care appropriate for their multiple needs...." 

As noted in the Introduction, no one diild-sendng agency has either the 
technical or financial capadty to provide the an'ay of services spelled out in the CASSP 
system of care concept or by 99-660. Effective planning processes seek to identify 
cross-system coBatsoration objectives that are meaningfid and enduring. TT^ese may 
include collaboration dealing with policy and budget fonnulation, program development 
and service provision, financing, case mansgement, indivklual treatment planning, 
research, evaluation and date systems. Their common featiJre ^ the objective of 
breaking down categorfeal approadws to sendee deRvery to create more holistk; 
systems of care. 

The process of identifying meaningful interagency objectives senses to help 
darify where the mentel health ^stem ne^s to assume a lead responsitMlity, with 
other agencies providing supportive services, and where the mental health system 
needs to play the supportive role with other agencies taking the lead. 

A number of states, such as Ohio, Kentucky and Vermont, focused on 
ok)}ectives to enact legislation to create state and tocal level interagency teams with 
responsibility for Joint policy devekspment and problem resolution and interagency case 
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planning and seivice provision for children with multiple probtenr^. including serioi^ 
emottonai disturbance. 

The Virglite ^-€60 plan has a number of specific objectives that flow from its 
expr^sty stated goal 1o promote inters^ency coordination and collaboration m the 
planning, funding and delivery of services [with] ongoing medianisms fbr addressing 
policy, f^cal, administrative, programmatic and data collection ^sues." Viiginia's 
objectives Include: establishing common definitions of '^rious emotional disturt>ance'' 
and of "Ngh risk" iK:ross child-serving systems; establishing common entry processes 
at the local level for coordination of services; and, creation of an Interagency Funds 
Pool to assist localities to keep children in their own home^j. 

The North Carolina BQ-e&O ii^an has an objective to share staff, funds and 
progran^ across its three div^ons of menmi healtii, devatopment disabilities and 
substance abuse, including development of common screening instruments, single 
points of entry at local ssvAce levels and decategorb^ation of sendees. 

The Pennsyhfania 99-660 plan kientifies objectives fbr the mental health system 
to provkie supportive servtees for chikJren predominantly in^lved in other systems. 
For example, it has an objective to increase mental health's supp^ for the Student 
Assistance Program, whk^ is a school-based prc^ram tc identify, inten^ene with and 
refer students at risk for chemteal abuse, suidde or other me^or merited health 
problems. There is also an objective to include a mental health assessment in EPSDT 
examinatbns provided to children who have been phystoally or sexually abused. 

D. Objectives Related to Development off Cor imunlty-Based Services 

Both CASSP and 99-660 include as a fundamental tenet the development of an 
organized community-based system of care for children with serious emotbnal 
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cRsturbancs. States have focused on a variety of objectives to es^M community- 
based systems of care. 

Some states, such as New Jersey, which encKned ieg^lation prohibitir^ state 
hospitalization of children under age 11. have objectives to dose state hospital beds 
and divert inpatient ck>iiars to community-bc^ed services. (Indeed, another 
requirement of P.L 99-660 is that state plans 't>rovide activitira to reduce the rate of 
ho^3itaHzation''.) Other states, sudi £s North Carolina and Kansas, have objectives 
to reduce inappropriate hospitaHzatic^ and ensure children are refmred to commmity- 
based servk^ by creatir^ "Single portals of entry" at the local level. As described by 
the North Carolina 99-660 plan. The single portal of entry ccmcepi ... ensures proper 
screening at the area level prk>r to refen^ to the hospital." The single portal of entry 
concept often accomii^ied, es in North Carolina, by objectives to give local office 
greater financial incentive to divert children from hospital to cormiur%-based care. 
The Kansas plan focused on an objective to enad state leg^lation to: (a) mandate 
100% screening of all admissions to state hospitals by community mental health 
centers and assign the 'gatekeeping" responsibility and authority to CMHCs; (b) 
mandate joint discharge plannir^ between state hospital and CMHCs; (c) establish 
a free flow of cfinical information between state h(»pltats and CMHCs and mutual dinic 
staff privileges; and (d) provide additional community-t>ased sendees in a phased 
approach. 

Another approach is for states to establish ot^jectlves that prtoritize development 
of community-based services by local, regional m mea agendes. TT» Virginia plan, 
for example, has an objective that, by FY 1^, each local sen^ board will have 
established at least one of the less restrictive, non-traditionai services, induding 
intensive In-home services, day treatment and individualized residential treatment. The 
Ohio plan induded an objective to expand development of "core" community-based 
sendees, induding day treatment, therapeutic foster cme, home-based sendees and 
case managemei ft, by earmarking funds for these services to its local servtee boards. 

62 



ERIC 



5D 



A numbffl- of states, such as Ohio, have otsjectives to use C^SSP and state 
dollars to develop local demonstrations of commiJ»%-based serv^ as a mmns of 
n^ng" and marketing new system concepts. The^ local demonstrations are evcdu- 
ated and the outcomes broi^ to the attention of state leg^tators for consideration 
for t>rt»der implemwnation. Other states, such as Virginia and Alaska, as discussed 
In the financing section, have otsjectives to t^nd funds from several child-sendng 
agencies to develop community-t>ased services. 

E Oi^ecthres Related to Case Management 

Closely r^ated to the development of community-bs@ed ser>Hc^ in state plar^ 
me objectives to develop case management services. P.L 99-660 requires that state 
plans indude provision of cas^ mar»gement services tor indlvidi^ with serioi^ 
mental illnesses who receive substar^ amounts of pubDc funds or servfces." CASSP 
and other refbmi initiatives for children recognize case man^ement as a critical 
medianism to create continuity and coordination of care for chfldren and families who 
are involved with several service components and agenda and whose needs change 
overtime. 

P.L 99-660 requ^^ states to have begun phasing in provision of case 
management services to targeted populations by 1989 and "substantial completion of 
the phasing in of the prov^ior» of such services by the end of fl^ year 1992." The 
process of developing case management oli^ectives that are implementable requires 
states to define carefully both who is to receive csm mans^ment and what those 
services are. In addition, changes to state Medicaid plans to cover case management 
services necessltetes definition of both the service and the eligible target population. 

Many state plans have objectives tiiat desoibe intensive case management 
sen^ices, which are targeted to those who are most seriously ill. Pennsyhranla. for 
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example, has an objective in its 99-660 plan to establish inter»ive case nwiagement 
for children with serious emotional disturbance as a new sendee under the state's 
Mental Health Act 'i his will make intensive case management a mandate service at 
the county levei. Pennsylvania desoibes its intensive case management m follows: 



A ksy component to creating a unified, comprehensive sefvlces system 
for adults, adolescents and children is the ability to link c<^umer8 fiuid family 
members with the appropriate mentai health sen^tees and supportive resource. 
The redesign of the case management sendee to provide the linking and 
supportive services necessary to negotiate the variety of mental health and 
8upp<^tive rssource systems and options is a priority initiative within the system 
redesign mtiviti^. 

Many ctiente, partk^larty people with s severe mental Illness and the 
families of children with serioi^ emotk>na} disturbances, need a significant 
anfKHint of assistance In utilizing mental health sendees appropriately as well 
as addres^g basic Nving needs such as housing, food, medteal, recreation, 
education and empk)ymerrt 

The Department will be working with county programs, universities and 
the State's Mental l^^lth Tr^ning Institutes (Western P^dilatrlc Institute and 
Clinic, Eastern Pennsylvania Psychiatric institute, Cental Pennsylvania 
Psychiatric Institute) to prepare tite necessary numbers of Individuals to meet 
me projected st^ng need from tiie ranks of coltege graduates, wcKkers from 
otiier fiskte, consumers and family iMsmbers. 

bitensive case management sendees are intended to asstet people witii 
mental Illness and chiMren and adolescents with serious emoti(»iBl dl^urbance 
to gain access to neectod medical, social, educational, vocational and other 
sendees. Activities undertaken by staff provkiing intensive case management 
sendees Indude: Unldng wltii sendees; monitoring of sendee d^ivery; outreach; 
assessment and sen^ planning; problem resolution; ink»-mal support network 
buOding; and use of community rraoure^. 

Case management sendees for children and adolescents wHh severe 
emotional disturbance and tiieir families are defined and operated witiiin the 
contextual framework of ihe Pennsylvania CASSP initiative and tiie principles 
developed by tiie Pennsylvania CASSP Interdepartmental Children's Policy 
Committee. In addition, three unique issues are rect^nized In the provision of 
case mane^ement sendees to children and adolescent: 

1 . Accommodations must be made to the rapid growtii and devel- 
opment of children and adolescents and the vast differences 
among them tiiroughout their developmental stages; 



64 



61 



2. Children and adolescents are dependent upon their parents and 
femily members for basic food, shelter, dothing, security and 
nurturence; therefore, parents are partners in the treatment and 
coordbiation of services. They are not merely spectators or 
redptents of recommendations, but are essential members of 
the team: and, 

3. The broad cross-system distritnjtlcm of ser.ices (at least nine 
state funeted systems in Pennsylvania), which provide care for 
children and adolescents with emotional (Sstufbance require a 
tremendous amount of professional commitment to networking 
and interagency collaboration to provide coordinated <»re and 
treatment for the children and their families. 

Each client win receive case management servtees as frequently as 
needed and for the duration of time needed. Frequency of service contact may 
be as often ^ daily and will t>e at least weekly. Caseload sizes are limited to 
a maximum of 30 clients for each full^me equivalent casa management staff 
person. 

Staff assigned to perform intensive case management activities must be 
organized as a separate and identifiabto unit in order to avokJ conflict of 
interest and keep intensive case management records noting activities, 
contacts and progress. Intensive case management units wiH estabtteh fonnai 
and infbnnal links with service providers as needed. 

The Department intends to continue the expansfon of intensive c&89 
management servtees through both the re-direction of existing mental health 
dollars at the focal level and allocation of new state mental health dollars. 



Sonw states, such as Virginia, have objectives to devefop curricula in intensiva 
case nDanagament and to train kx^al service board staff. As discussed In the financing 
section, many state plans include objectives to change state Medfoaid p]sm to cover 
case managenient servfoes. 



F. Objectives Related to Family Involvement 

f^earchers and practitioners in the field of diiidren's nrrentai health agree that 
quality servfoes and successful treatment for children with emotional disturbance must 
involve the femily. 
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Almost every state plan cites the creation of a "chitef^ntered system of care" 
as brth a core aid a primary goal. As 8troul and Friedman note In the 1886 
"System of Care" monograph: 

ImpBcit In thte >mhje is a commitment to serving the chM in the 
context of the family. In most cases, parents are the prbnary care- 
givers fbr sever^ ervKytionally cfi8tiirt>ed cNIc^, and the sy^m 
of care shCHild sipport and iss^ parents in th^ rde as wen as 
involve parents in aH decisions r^arding service d^very. The 
system ^ care should a^ have a strong and explicit cormnitment 
to present the integrity of the faiT% unit whenever possttJie. In 
many cases, Intensive servtees kwolving the (M6 and family can 
mifMze the need for residential tr^itment Thus, a t^ild- 
cenfMd s)(Stem of cam is also a ^ify-focused systmn of care, 
(Emphasis iadded.) 

(Stroul and Friedman, 1986) 

National family advocacy grcHips, such as Families As Allies, the Federation of 
Famies for Children's Mental Health and fslAMi-CAN (fylatkmal Alliiffice fbr the Mentally 
Hl-CWId and Adolescent Network). des»lt>e a famlly-fbcused system of care as one 
that provides: an array of comprehensive services that strenglfwns and supports 
family life; the encouragement and authc^ fbr families to plan and evaluate their 
cWld's treatment and. irieanlngful opportunitiw to partidi:^ in state-lml policy 
planning and senrice reform (Friesen and Koroloff. 1990). A numtw of states have 
establtehed concrete objectives to operaSonallze famDy-focused values and goals. 

Virglnte'a plan lists several ct^adGvas intended to strengthen eo^t^ parents* 
organizations so that tfiey have fha abBity and the power to become endurlr^, 
effective. Infbmied and visible advocacy entities in the state. For example, the plan has 
i^ectives to give PACCT (Parents and Children Coping Together) a key role In state- 
level planning, poltey fbnnatlon and legtelatlve education through participation on key 
committees, such as the Virginia Treatment Center fbr ChlWren Planning Council, the 
State Consortium on Child Mental Health and the Mental Health Advisory Committee. 
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The plan provides a number of ok)|ectives to ensure that i^mre is an effecfive voice for 
in the stats. One ol^ectlve. for instance, ot^ates the Department of Mental 
Heaith to assist PACCT, the Mental Health Assodation. the VirgMa Association fbr the 
MentaHy M and the League of Women Voters in iaunc^ir^ a coflaborative admacy 
carr^salgn to ec&x^ legislators and the general public about children's mental health 
service needs. 

The Vermont plan emHsiois an equally substantive role for parents in its 
reorganizaticm of diHdren's sen^ices. In its first yem*. for e}mmple, the Vennont plan 
had an obj^:tive to oeate 12 Local Inter^ency Teams charged with reviewing, 
developing and setting disputes concerning treatment plans for hard-to-place youth. 
The parents of the child under discussion sit on the Interagency Team, along with an 
additional parent-memb^ who is a pennanent Team member. Other permanent mem- 
bers indude representatives from the key agencies that provide services to children, 
such as the special education administrator ar^ the coordinator for children's services 
at the community mental health center. In adtfition to reviewing individual treatment 
plans, the Teams also develop priorities for local services needs. 

Parents also participate on an Advisory Board tiiat the Vermont plan has 
established to advise the Secretary of Hiunan Service and the Commi^ioners of 
Mental Health, Education and Rehabilitative Services on matters relate to children 
who have severe emotional disturbance. Five psu-ents of chHdren with severe 
emotional disturtsance sit on the Board along with five advocates and five providers. 
The Board reviews and evaluates current budgets and makes recommendations to the 
Commissioners for new service initiatives. 

In Pennsyhrania, objectives have focused on having parents of hospitalized 
chikjren sit on a spedal advisory committee tiiat is diarged witti conducting 
assessments of all patients affected by the dosing of a state hospital. Along witii 
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hospited staff, independent psychiatrists and private agency staff, lilies of patients 
are accorded a rote In the decisions that sunt)und the disposition of individual patients. 



♦Te>IH 



G. Ok^ectivee Related to CuKtiral Competency 

Although most dnildren's mental health plans affimi their commitment to 
provldir^ servtees without regard to race, religion or national origin, few states have 
developed spedfic objec^ivM to ensure that children of color \me access to culturaily 
competent senrlces. The need to focus on objectives for achieving cultural ccHnpe- 
tency has intensified in many stat^ where the number of minority children has grown 
but the percentage of those c^ldren that receive services has not increased at the 
same rate. At the same time, children of color who ms. state frequently are 
found In the most r^trictive, out-of-home settings, suggesting that the relatively few 
minority children who are receiving sendees may not be receiving appropriate care. 

In response to this chaHenge, the State of Alaska, with its large population of 
Native Alaska children living In remote villages far from urban treatment centers, 
developed specific otslectives to make its system more resporslve. Alaska planners 
did not firttempt to Impose their own solutions on the ftelive population, but, ratiier, 
collabomted witii vHlage leaders in an interactive planning {process to ktentify culturally 
relevant servtee ot^ectives. A ma^or objective was frie Alaska Youtii Initiative (AYl). AYI 
empowers tocal teams, unconstrained by trac«tional sokrttoi^, to devise their own 
villc^based treatment plans, whi(^ are then reviewed by state mental heaitii planners. 
These treatment plans are based on an "environmental assessmenf that takes into 
account not only the child's strengtiTS and weaknesses, but also the resources and 
stresses In the environment Flexible funding mechanisms enable tiie state to 
underwrite the cost of village-based "wraparound" sendee tiiat allow treatment to take 
place witiiin the Native cultural community. AYI seeks to achieve cultural competency 
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aixl to avow "^acemenl" in service components out of state or otherwise far from 
villages, except as a ISHst resort. 

The Ohio plan also Incorporates obiecllves to focus on minority concerns. 
ObjTCtives requ^ that tocai mental heedth boards must address fTtinority issu^ in the 
plans that the boards mibmit to the state along with their requ^ fbr funding. The 
local plan must indude a action specifying strategic and objectives for Imprc^ 

quality of cultursAy competent treatment. 

Mlsslsalppi established objectives to train additional nwntal health staff in 
cultural competWTcy, in an effort to increase the utilization of mental health services by 
rrtnority populallons. To accomplish this objective, tfie plan marKJertes the Division of 
Community Sewices, Children and Youth Sendees. aroJ the Divfeion of Human 
Resources to collaborate the University of Miss^ippi cm the development of a 
training program to '^dress the Southern culture bi general and minority populations 
of thfe culture in partoilar." The effectiveness of the new cuniculum wifl be evaluated 
In a study to detemiine If, as a result of ino^ased cultural competence, thwe has been 
an increase in the numt»r of minority children and youth who utilize mental health 
services. 

In addition to ite training efforte, Mississippi induded ot})ectives to establish a 
Minority Affairs Advisory Committee within Ite Division of Human ftesources to monitor 
statewide progress in achieving oiltural competence. Mfesfesippi's Wvision of Children 
and Youth Sen^ also has initiated a Minority Mental Health Plannir^ Committee with 
particular interest In Improving sendees, advocacy efforts and support networks for 
African Americans, Vietnamese and Native American children and their families. 
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STRATEGIC, RiSOURCI^ & 
RESPOMSIBILHY CENTERS 




Effective planning processes do not stop with the establishment of concrete 
collectives that address structural change and spediy who is to do what by when. 
They also Id^itify the resource, and strategies for accessing or developing the 
resources, necessary to achieve ol:^ectives. P.L ^-660 also requires that state plans 
"describe finandal resources and staffing necessary to implement the requirements of 
the plan." 

The term "resources" includes not only funding, but all means necessary, useful 
or helpful to atiain a desired end. Resources may encompass funding, staff, families, 
fadlfties, equipment, infbrmation. expert, advocates and other kinds of support The 
process of Identifying strategies to accomplish objectives requires that those involved 
in the planning process conceptualize what resources are needed. In what sequence 
and over what time period. Strategies to access or develop th^e resources may 
involve financing, staffing, legislation, training, service demonstrations, interagency 
negotiations, advocacy and the like. 

As noted in Section fV, the Virginia plan includes several strategies under each 
of its objectives to achieve its six major goals. To illustrate, the following relates to 
Goal One of the Virginia plan: 

Qoal One; To enswe the avallabUity of a comprehensive, coordinated case 
management system through each Community Sendee Board which Is 
responsive to the complex sendee needs of seriously emotionally disturiaed 
children and their families. 

Ob]ective 1.1 By FY 1994. each Community Sendees Board will have in place 
seven full-time child/adolescent trained <»8e managers for 
seriously emotionally disturbed children and their families per 
10.000 child population. 
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Strategtes: a. DMHMRSAS will promote the priority nature of case 

mar^agement through the Regional Child and Adolescent 
Sendees MMtings t^ distributing infonnation and/or making 
presenteitons on a quaiterly basis. (FY 90 and 91) 

b. Vlrgfanip CASSP Director will assist advocacy/constituency 
groups in feting case management through their local 
education efforts related to CSB sen^ develqsment (l=Y 
90 and FY 92) 

c. DIVIHMRS/^ wiH target Community Services Boards that are 
in the top c»ie4hM of admissions to state hospital 
programs to ensure that an adeqi^ case management 
system to In place by FY 1994. (FY 9^ 

d. DMHMRSAS will develop, revise and distribute 
C^partmental policies which reflect the priority status of 
case management sendees. (FY 90) 

e. VTCC wifl contract for the development of a training 
curriculum In case management sendees for seriously 
emotionally disturbed dilldren. to be utflized statewide. (FY 

90) 

1 VTCC Witt develop a certification program for case 
managers, to be accessed statewide. (FY 91) 

g. Through the CASSP grant. DMHMf^S wiQ provide training 
in case manag^Yient tothe CSBs who are developing case 
management services In FY 90 throi^h new Initiative funds. 
(FY 90) 

The strategies delineated In me Virginia plan also dearly Identify what planners 
can "responsilJiiity centers", that Is, the entitles responsible for Implementing given 
strategies. 



The Connecticut aduH plan provides, In a somewhat different format, another 
example of strategic and responsibility centers, attached to dearly stated objectives, 
that flow from articulated goals. To Illustrate, the following is from Connecticut's 99-660 
plan: 
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Goal I: Provide a Comprehensh^ Array of Community Mental Health Sendees 



Objective: The Department wOi im^ase sanHce provision In 
emergency-cr^ and case management services ki SPY 1 890. TWswSl 
to9 accoflfi>fohed t)y completing the Implementation of 3 criste reso- 
lution centers and 2 assertive conmunity treatment prc^rams and 
developing a third assertive community treatment program. 

Criterion; Actual program expansion will t» monitored through the 
Quarterty Services Activity Report 

(^rfective: The D^f>artment will develop and sutmiit requests Vbr 
program expansion funds for f^esmtation l»y the Qovemoi to ihe 
Conne^icL^ General Assembly as part of a proposed state budget 
Expansion func^ will be requited for forensic s«vices (Inpirtient, 
community support, staffir^), outpatient services (ou^urtiOTt services for 
Southesffit Asian refugee), community support for elderly persons (resi- 
dential, case management). In addition, funding being requested for 
5 senrice ^stem dev^opment prefects. Each region will use these 
prpi^ to augm^ the current anay of available services. The 
requested sendee system expansion will be implemented in SPY 1991 . 
if funded. 

Criterion: The Department's program expansion request v^ll t>e 
subntitted to the Connecticut Office of Policy and Management by 01 
October 1^. 

ObiecMve: The Department will provide or fund cara management 
sendees to 1 00% of aH patlente dtecharged from one of the major state 
hospitals (Connecticut Valley Hospital), as part of a pilot case 
management program. 

Cri terion: Case management sendee provision will be ^sessed 
through a comprehensive evaluation of the case management pilot 
program. The evali^tion wlii a^ examine the adequacy/appropriate- 
ness of discharge and comnujnity treatment plans, the level arid 
Intensity of services provided, personal satisfaction, «id bidlviduai level 
of functioning. The next evaluation report is due in January 1990. and 
subsequent reports annually thereafter. 



The Connecticut adut! plan takes the addltionai step of developing performance 
criteria for each otsjective so that progress can be measured against an agreed upon 
standard. The importance of having the capaNlity to evaluate progre^ discussed 
in Section VI. 
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Obviousiy. financing and staffing stmtogfes are particutarty ottica] to achieving 
objectives. Given that, it is surprising the numlwr of 99-660 pians ttwt do not identify 
the doflars nwded, nor the adequacy of the wori< force, to implefnent objectives. 
Effective state pians Wnk ok)|ectives to ddiar and manpower r^^ements, maldng it 
possible for ^Jiose in the stale, as well as outside reviewers, to gauge the feasibility of 
ol^ectives and to monitor progress. 

The Maine 99-6®) plan, drawing on ttw methodology described by Behar. 
Holland and Mad)eth (1987), iinics the number of children needir^ services by region 
to the quantity and cost of services required. The following chart from the Maine plan, 
which focuses on services for the 0-5 age group, illustrates the state's approach — 
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AGE 0-5 PROGRAN COMPONENTS 
ANNUAL FUNDING PROJECTIONS BY REGION 



COMPONENT 



COST PER 

SERVICE 

BLOCK 



REG. I 
AROOSTOOK 
.76 CD 



REG. II 
E. WUNE 
2.03 



RES. HI 
KEN. /SIM. 
1.41 



REG. IV 

TRI-CTY. 

1.58 



REV. V/C 

CilBERUWD 

1.81 



REG. V/Y 

YORK 

1.46 



REG. VI 
B-B/N>C 
1.41 



STATEMIOE 

COST 

MOHMUY 



Bon>ResUteiit<a1; 

Self-wlp &noui» 

Pirei!t«>to-^armt 
I6mt. ft A»assMfit 
Case Hi Mflgwnt 
Transpwtatlon 
Ctifld ft fanlly Support 
Crisis IntfifMntlon 
tettsv Services 
(teM»1te Care 
Therafv 

m Clinic-Based 

HH In-Nom Therapy 

PT/OT/ST 
Hone-Based Fwlly Services 
Ci^o'-Based S^^lces 

Infant/Toddler Groups 

Preschool Groups 

Residential; 

Respite/Crisis 
Spec* Foster Ncoes 



8,480 


$ 6.445 


$ 17.215 


$ 11.^7 


$ 13.399 


$ 15.349 


% 12.381 


$ 11.957 


S 88.704 


36.812 


27.977 


74.729 


51.905 


58.163 


66.630 


53.746 


51.905 


3^.056 


22.250 


16.910 


45.168 


31.373 


35.156 


40.273 


32.486 


31.373 


232.740 


75.M1 


57.228 


152.860 


106.174 


118.975 


136,294 


109.939 


106.174 


737.644 


23.282 


17.695 


47.263 


32.828 


36.786 


42.141 


33.992 


32.828 


243.533 


119.887 


91.114 


243.371 


169.041 


189.^ 


216.996 


175.036 


169.041 


1.254.022 


1.731 


1.316 


3.514 


2.441 


2,735 


3.133 


2.527 


2.441 


18.106 


63.866 


48.538 


129.648 


90.051 


100.«>8 


115.598 


93.244 


90.051 


668,039 


13.685 


10.401 


27.781 


19.296 


21.622 


24.770 


19.980 


19.296 


143.146 


53.146 


40,391 


107.886 


74.935 


83.970 


98.194 


77.593 


74.935 


555.904 


212.057 


161.163 


430.475 


299.000 


335,049 


383.822 


309.603 


299.000 


2.218,112 


8.914 


6.775 


18.095 


12.569 


u,m 


16.134 


13.014 


12.569 


93.240 


149.695 


113.768 


303.880 


211.070 


236.518 


270.948 


218.554 


211.070 


1.555.607 


148,775 


113,069 


302,013 


209.772 


23S.(»4 


269.282 


217.211 


209.772 


1.556.184 


200.200 


152.152 


406.405 


282.282 


316.316 


»2.361 


292.292 


282.282 


2.094.089 


36,102 


27.437 


73.286 


50.903 


57.040 


65.344 


52.708 


50.903 


377.622 


24.454 






_ ^M. 


38.638 




35.703 


34.481 


255.792 




S910.964 


12.433.232 


$1,690,078 


$1,^3^ 






SI. 690.078 


Sl?^^59. 



%Us of lO.OM population (age B1rth-5) per regloi. This 1$ tfa nuabo- of 's^lce blocks' retired per 
region to fleet the tr^tn»it iweds of special needs ^th children within this general population of 10.000. 
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Maine also devetopad staffing projacttons, as Illustrated by the following chart, 
again referring to services for the W age group — 



AS fi-5 IWMi Offoais 



FY 88 (ORRENT) 



TOOXCTED FY 92 
(40%) 



PROJECTED FY 94 
(60%) 



PROJECTED FY 98 
(100%) 



COHPORENT 



MMBERSIZEOF , RUHBIR SIZE OF SSKcS^rSmi 
CXXVmxn served' CaHFOREffT served* CttOmiiT SERVED^ 



NUMBER SIZE OF , 
CfiNPONERT SERVED' 



ipn^ldentlah 

Parent Support 
Self-Kelp Croups 
Parent-to-Parent 

Idmt. I tesessmt 

Case Itan aflMen t 

TraiBBn*tat1<m 

Child/rainy Support 

Crif If Intwwttlon 

Autlsa Servim 

Renilte tere 

Thsrapy 
Hi Cllnfe-BBMd 
MN In-Hnae Therapy 
PT/OT/ST 

Hole-Based Fas. Serv. 

Center-Based Services 
Infant/Toddler fir^ 
Preschool Groiqn 

B"««>ent<a1: 

Resplte/CrlsH 
Sptc. Foster Hcam 



.303* 


HA 




27 


} 


FTE 


30 


1 


FTE 


0 


0 


Tens 


0 


0 


FTE 


180 


RA 


Fwids 


580 


21 


FTE 


0 


0 


FTE 


as 


S 


FTE 


2 


171 


Providers 


60 


2 


FTE 


9 


l.S 


Teaas 


6 


1 


Groups 


329 


41 


Gra^ 


0 


0 


Beds 


2 


2 





84 


3 


FTE 


84 


3 


FTE 




1 


Tem 


6S 


6 


FTE 


242 

• 


KA 


Funds 


0 


3 


FTE 


92 

# 


13 


FTE 


81 


3 


FTE 


322 


15 


FTE 


NA 


NA 


Funds 


16 


3 


Teaas 


188 
* 


36 


Grwps 


3 


4 


Beds 


6 


10 


KOIQBS 



126 


4 


FTE 


126 


4 


FTE 


NA 


2 


Team 


97 


8 


FTE 


362 

• 


NA 


Funds 


1 


4 


FTE 


137 

* 


18 


HE 


121 


4 


FTE 


484 


20 


FTE 


NA 


NA 


Fundi 


25 


4 


TeaiB 


283 


47 


6roi9S 


* 






4 


6 


Beds 


10 


13 


Kooos 



210 


7 


FTE 


210 


7 


FTE 


HA 


3 


Tneas 


162 


13 


FTE 


609 


NA 


Ftmds 


806 


31 


FTE 


1 


7 


FTE 


229 


30 


FTE 


3 


202 


Providers 


202 


7 


FTE 


806 


33 


FTE 


NA 


NA 


Funds 


41 


7 


Teaas 


471 


79 


Groups 


335 


42 


AXN^S 


7 


10 


Bads 


16 


22 


NoaKts 



'At any one t\m. This • prograa capacity. 

"Current contracting systaa r^ts these children as receiving "early intervention services 

(therapies, faaily w^port. screening, evaluation and assessaent. play groups and hoaa 

teaching services). 
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Tbe Alaska 99-660 plan projects the number of children needing particuiar 
types of servtera, develops a unit c(^ for each aenHce and. by multipiyir^ the mi^^ 
^ chikfren by the iriit cost, antm m a prpje^ed total cc^ for sendee enhanoerr^^ 
Below an Dustration of Alaska's approa^, using day treatment as the exampis ~ 



Estimated Need for Day Treatment Servtcsa 

• Cwr^itiy, fewer than 75 cWmn and adolescents who need these 
services have access to them. 

• It is estinrated that the overan numt>w of children and adolescents 
neec^ day treatment services is 1,290 (at the towest prevalence 
estimate). 

• U^ng a standard utliizatk>n rate of 30%, the number of children and 
iKtolescents who would use day treatmem servtees to 387 (using the 
lowest r^e^Uence estimates). 

• Eadi chiki or adolescent would receive approximately 250 days of 
service per year. 

• The average cost for day treatment services are $50 per day. t>a8ed on 
existing state rates. 



Estimated Coat 

One diem costs $50 per day x ^ » $12,500. 
Costs for 387 dients » $12,500 x 387 $4,^,500. 

In FY89, approximately 45 clients had access to these services, for a total 
cost of ^^>roximately $562,500. 



Three-Yew Cki^s 

2fe§r Additional Clients to be Sen/ed 
FY90* O)* 
FY91 30 
FY92 30 



Additional Cost Per Year 
^,000* 
$375,000 
$375,000 



Note: By Alaska statute, the prk>rity populatton for sendees is the severely 
mentaOy ill. FY 90 funding will ensure that all SMI chikJren and adolescents 
that need sendees of this type wiH have them available. 
*No new funding received In FY 90. 
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Soma states, such as Mississippi, induds separate sections in their 99-680 
plans establ^Nng a series of manpower, or Human R^urce Deveiof»nent (HRD), 
objectives necessary to achieve the systems change obj^stives In their plans. For 
example. Mte^ss^ has an obl«:tive to enhance its capacity to reoiilt qualified 
minority personnel by establishing a linkage program with historically Blade universities 
and colleges In the state. This ot)jeG^ is dosety related to objectives in both the 
adult and childrsn's plar« to develop culturally relevant services and to ^prove access 
to trearniorTt fbr children and families of color. 

The process of conceptusy^ng what resources are required, and identifyir^ 
strategies fbr accessir^developing them, forces tho^ involved in the planning 
process to consider and gauge the feasibility of implementing objectives. The question 
of feasibility must take into account financial, staffing and other operattonal realities, 
programmatk: and technical capacity and political concerns. The process of weighing 
f^ibiiity is essential to tfie development of meaningful objectives. It also sen^ as 
a way of educatbig the varioi» constituendes involved in planning as to the realitira 
Informing, constraining and akling systems change. 

Conceptualizing strategies and weighing their feasftTlHty lesKte planner to 
prioritize objectives and ^tabltoh contingency plane, hteving contingency strategies 
is essential in an unstable fi^ and poetical environment Contingendes help to 
ensure that progress wHl continue even If initial objedlves cannot be attirined. This 
momentum, however friwemoTtal, te vital for system improvement, for frnplementation 
of P.L 99-660 ml for sustaining the interest of thc^einvdved In tire planning process 
and other key stakehokiers. Stat^ tiiat have kientified contingency strategies are able 
to submit 99-660 progress reports that indteate movement in spite of baniers to initial 
plan objectives. The following section addresses tiie format of plans and 99-660 
progress reports. 
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VI. PLAN AND PROGRI^ REPORT roRMAT 




Effect i:dannlng processes produce plans wNch not kKx^rpoiBte mean- 
ingfut ccnttent— (.A, a vteion, goals, conmts oistlectim and specific strategi^=but 
which also are readable and £KX»ssible to stakehc^m in the system Bfediveplans 
must ser>^ as iegit)ie roadmaps to systems change for a cBversity of midiences with 
vary^ sophisft»tk>n etoiA mental health Issu^. Thus, thefbmiatof plar» needs to 
be dear, logics and conc^. It is surprising the number (Estate plans, rwwever. that 
are difficult to read and comprehend. They are far too long, overwhelm the reader with 
minutiae or fail to include oitical data, skip from one toi:^ to another without 
suggesting iq^fi^iraches to resolving issues ra^ed and, in general, make reading them 
a laborious endeavor. 

There is no one con^ format for state plans, of course. Severed states with 
very different fbmnats have readable and accesslbte plars. The Petoteyivania 99-660 
plan, for example, integrates the adult and chikdren's plarB without sacrificing a 
cfisaete chitel focus, in the first sectton of the Pennsylvania plan, there is an int^rated 
(but appropriate to each populatton) Kiiult/chikl mtesion statement and set of values. 
In the second section, there are descriptions of tx){h target populatk)ns and estimates 
of need for ead). The third sectton discusses the unnret neecte of both adults and 
chUdren, and ftm fourth descrttaes current pro-am and servtee Initiatives on t^haff of 
both. Sections five and six discuss goals, objective and stral^esfia' both adid^ 
chitelren. The last secttondesolb^ the piannbig process. K is probably more diffteuH 
(and certaii not necessary) for states that are just emt>arking on planning for children 
to integrate theb- chiki and adult ptar», however. 

Other stirtes, such as Maine, have separate chikiren's plans or, like Mississippi, 
a separate chHdren's section in their overall plan. Where there are separate children's 
plans or sectbns, it is important tiiat states address system-wtefe issues, such as HRD 
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or data tesiws, with both populatior^ in mind, as M^^sippi did in inciudir^ system- 
wide HRD goals and c^jectives that are relevant to both populallons. 

NIMH has required states not only to develop p^ under P.L 99-660, but 
progress mpom as weU. NIMH has asked states to document progress toward 
ImpterrwntNig objrotives fei a fbmiat that desc^bes ob]«^ 
of the 12 recM'WwnJs of 99^ (for both sKSults and c^ldren). The challenge this 
poses for chid menial fwalth planners that there is a great deed of overlap among 
the 12 requirements. For example, Interagency objectives and progress to«mrd 
fiffiWeving them couW as SMily IT under Requirement #4 as Requirement #10; 
objectives and progrMS relaled to devetoprnwit of commimity-based savtees could 
go under Requirenwit #1 , or #3, or #4. (Thwe requirements are summarized in the 
Infroduction to thte monograph.) 

Secondly, because Congress tacked dilkJren's services on to P.L 99-660, 
whfch remains olult-orlented In language if not intent, a number of the requirements 
sound more appflcable to adults with serious mental iilness than to c^lWren and their 
famines. To Wustrate. Requirement #6 requires states to "provide activities to reduce 
the rate of hospitafizatk)n of indMdiate with serious mental illness." In some states, 
this might be an apfi^priate objective for chHdren. In other states, however, there is 
a far greater ^msblem with resktential plsK»ments, partk:i4ariy In out-of-state fadffties. 
In some states, thm mc^ be too few inpati^ beds acc^sibte to poor and uninsured 

chlWren and too many for-profit beds accessible only to those with the ablBty to pay. 
In this exanple of Requirement #6, as well as other reqi^ments that seem not qt^ 
chUd-spe<«ic, it wouW make sense for states to explain In a p»agraph or two IMr 
interpretetton of how the requirement applies to children and deswlbe their objectives 
and progress in the context of that Interpretatkjn. 

The foltowing te a suggestion for how states might approach descriptkjn of 
child-related objectives (and progress) under each of the 12 requirements of 99-660. 
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tt is not mostfit lo be prescriptiva, tHjt to stbnulale tMnkif^ about approachas to 
rasponcflng to 89^ reporting raquiram^ lha foilowbtg was davafopad by Beth 
Strout in cx^rjwwlion with a ffox^ of inc^usds aflffiatad with the CASSP Technical 
Assistance Cmm at Qewgetown Ur^ver^, who have be«i jE»rovid^ tochnicai 
aasistsHnce to the states re^tfcSngP.L 99-660. To reiterate, these suggestions do not 
represent either NiMH or P.L»e60 mandates. They simply pose ideas t«»- organizing 
chOd-reiated objectives under the 12 requirements of 99^. 

SUOQESnONS FOR DESCRIBiNQ CHILD4)EUVTED OBJECTIVES AND 
PROOnESS UNDER Tt« 12 MEQlflREMENTS OF PX. ee^eO 

Redpjframeiill: Estals^big and bnpiementirig an oi^anM conmK^ 

care for bKflviduals with sertous mental Hinesses and cMidren with serious emotionai and 

mantaJ disorders. 

Discuss pro gr ess tcmard conc^Jtualizing and fmpiementing a cQmmunitv4>a»ad 
awrtam rtf care «id acMaving any state level accompllahinents that promote 
systein itovirtc^NiMMit 

Po8sit>ty include objectives and outcomes rotated to: 

• Definition of vtoion of system of care that state to woridng toward 

• Achievements that support the development of sj^tems of care, 
indhnftig! 

tsgislation 

regulation, stsndards, guidelir^ 
ftKHjetary, firwndi^ poltotos 
Piarmbig activities (state, regionel. local) 
EstitibMment of children ss priority 
EsttibSshment of new types of sendees 

• Other stnwturai, organizational, system level accomplishments that 
contrttHite to support system of cars development 
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Raqiilroiimit2: Specifying quantitatiye target to be achtovod in the impiem^^ 

syetom, Including numlMm cf indivkluais with serious mental IHnesses residing In th6 weae 

to be sensed under mich system. 



Discuss pr o g fees toward developing and meeting specific quantitative targets 
friattve to swiri^ children and the (to^^ek^Mnmt of the chiidren'e service eyelwiu 

Possibly indude objectives and outcomes related to: 

• Definition of target population for services 

• Basic system data (on the target population and sendee system) 

• ComfHetlon of n^s assess m e nt regarding target population and 
systMfis, /.e. 

Number of children in target population 
Parcente^e <^ target population currently served 
NMnber of chRdrm in target pqsuiation being served by 

various child serving systems 
Number of chRdren k) state ho^)ltate 
Number of children in out-of-state placements across systems 
Number of tititdren senred by community mmital hralth programs 

(broken down by specific sendees if po^ble) 
Number of "siotsVcapa^ in varioi^ comfxments of system of care 

• Specifiortion of targets and showing prepress toward these, including: 

incfeasft^ numbers of children served 
increasb^ fvoportim of ictontifiedAarget population served 
bioeasbig numbers served in various ^stem of care components 
increa^ number of alote/cfifsacity In various system components 
Reducing ufiNzation of out-of-state placements, ho^tltaiizations 

ami residential treatment across chfld-servlr^ systems 
increasing uffiization of aitematives to htospitallzatlon and 

residential treatment 

• Steps to (toveiop an approach to "sizing" the system of care: /.e., detemiining 
neected capacity within various sy^em components 

• Steps to Improve management Infbrmation system to provlcto useful data 
regarding children for planning, research and evaluation purposes 



86 



SI 



Raqulrwrant 3: Describing 8wvk»s, avanablo treatmem optkms and 

dnducBng FectenJ, State Md local public servteea and remrces, and, to the extent 

practicable, privrte eewteea and resources) to be provided tor Indlv^ 

Kineses to en^ them to gain access to menial health sendees, Inducfir^ treatment, 

prevention and reh^^HMon sendees. 

Discuss progress toiwd Improving access to services for children and families 

Possibly Include ol^ctives and outcomes related to: 

• Outreach efforts 

• Efforts to reach minority populations 

• Efforts to bnplement/tetpand screening and assessment sendees 

• ERbrts to ei^ffind cf^ services 

• Eflbrts to oeate^le entry pc^lbr sendees 

• Early IdenlHteafion and intwventlon ^forts 

• Eftorts to identify and reiK^ high rtek (K>pulations 

• Eftons to reach spec^ populations 

• Interagency effbits to enhance access to sendees 

• Efforts to empower families 



Requirement 4: Describe health and nwntol heaWi sendees, rehaWBtatlon sendees, 
employment sendees, housing sendees, educational sendees, mecfieal and dental care, and 
other support sendees to be provkled to individuals and cWItfre^ 
mental disorders ^ Federal, State and local public and private resources to enable such 
inifividuals to function outslcte of Inpatient or residential Institutions to the maximum extent of 
their capabilttles, friducBng swvlces to be provided by local school systems under the 
Education of the Handicapped Act (renamed Individuals with Dlsabllltl^ Education AcQ. 

Dtocuss progress toward improvlr^ the fiQ[SSLSl2a2£^ hi the system of care for 
children* 

Possibly include objectives and outcomes related to: 

• Improving the availability of mental health sendees, indudlr^: 



Noniefiktential Sendees 



Residential S 



PrevenCon 
Eariy bttenrention 
/^^ssment 
Outpatient treatment 
Home-based sendees 
Daytr^rtment 
Emergency services 
Cm management 
Respite care 



Thefi^)mftic foster dtfe 
Therapeutic group care 



Therapeutic camp sendees 
Independent Ovir^ s^vices 
residential treatment sendees 



Crisis restdentlai sendees 
Inpatient hospitalization 
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• Assessment of service gaps 

• EStabltehlng pfiortties sefvtee deveiopme^ 

• ti^reasif^ avaHabt9 "dtotsVcapadty In these seivice components 

• Progress toward service development goals 

• Pfogfees toward bnprovii^/expandtng ttie array of other service (t)eyond 
mental health) needed by children and famines 



Requirement 8: Describing financial resources and staffing necessary to implement the 
requirements of the plan. 

DiecuM pro^neee tcward Improvlf^ linandal end human raaoiircae. 

Possibly include objectives and outcomes related to: 

• Financing: 

increased r^ources fbr children's mental health 
Increased propcMtlon of mental health resources for children 

m compared to aduits 
New funds accessed from federa! state, local and private sources 
Maxbnldng Medicaid mechanisms and sendee opttons 
Use of Title IV-E 

Use of blended funding a(^oss child-serving a^endes 
Oecategorteation of funding 

Redirected funds from institutional to community-based services 

Imi^^ementation of creative financing strategies 

Improved access to benefits and entitlements, such as SSI 

* Human Resource [^eiopment: 

Efforts to Im^ase avaUabiltty of staff qualified fbr community- 
based sendees 

Efforts to coSaborate with universities or collies around 
pre-service education 

Provision of training and technical assistance to community agencies and 
provtders (e.g., conferences, workshops, on-site assistance, etc.) 

Efforts to provide In-service training fOr professionals in community- 
based approaches 

Efforts to recruit minority proftosionals 

Provision of training receding culturally competent approaches 

Initiatives to involve f&nilies in sendee provision 



Raqubremml 6: Providing acfivilids to reduce the rate of hospitalization of individuals with 
serious mental Onesses. 

DiMuM pimaM tOMwrd raduf^ the rate of hTaoofo^^ 

resldentlai tr^tment placements for chBdren and adofescents. as weti w efforts 

to improve access to beds for children who are under-served. 

Po88tt)ly bidude ob|ecti\^ and outcomes related to reducing rates of inpatient, 
resldentlai treatment and out-of-state placen^nts: 

• Adequacy of inpatient and residential treatment capacity: 

State twspitsJ 

Itesidenflai treatment centers 
(^Mimnmity hospitals 
Private hospitais 

• Progress toward redudng the number of beds if appropriate 

• Efforts to reduce rates of hospitalization, residential treatment, out-of-state 
pi»:ement. inducing: 

Gatekeeping/bcfeef^g mechanisnw 
Influencing Certiflcate of l^eed processes 
Managed care programs 

Initiatives to retum children from out-of-state placements 

• EffOits to exp»id intensive community-based services as ^ematives to 
hospitalizdtion 

• Efforts to expand ^is residential services In non-hospital settings 



RequlremeRt 7: Providing case management setvices for individuals wdtii serious mental 
Illnesses who receive substantial amounts of public fimds or senrices; the term "frrcfivlduai with 
serloiM mental Btnesses* to be defined under State laws and regulations. 



o 
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Rec^rmrantS: Providing for tho implemeination of the cm 

tha precedhig pan^nph ki a maraiar wNch phases in b^Mr^ bfi fiscsJ year 1889 mi6 
provtdasfor the substantial completion of the phasing in of the provision of such sen/lces by 
the end of fiscal year 1992. 

Discuss progres s toward bnplementatfon of case maraoement sarvtcas. 

Possibly include objectives and outcomes related to: 

• Definition of population targeted for case management 

• Delbiition of a cseo maraigement modei/appfo^ 

• DeveiofMnent of standards for ci»e marn^ement appropriate to 
the defined child pc^HJlation 

• Oevelopmemof fi«r)dlng mechantemsfbr case nmnagmnent 

• ^Implementation of trainSig f^ case mani^ws 

» Exfmnslon of «milabiQty of case management sen/ices 



RequiremantS: Providing for ttieesteddlishment and hnriplementation of a program of outrea^ 
to. and services kit, individuals with serioi^ mental iitnesses who are hom^ess. 

Discuss progress toward serving homeless children and adolescents 

Possibly include objectives and outcomes related to: 

• Definition of homeless children, adot^cents and famines and 
of target group 

• Outreach efforts to reach these groups 

• Funding strategies and resources to serve ttiis population 

• Demonstrations or other programs provic^g mental health and other 
smvlCM to homsless youth 

• Efforts to sefve runaway aid homeless addescents 

• Development of linkages with youth service systems in the state 
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Reqi^remeiit 10: Dsscriblng a system of integrated sodisA, educational, juvenlte. si^tance 
abuse sendees which, togetiW with health and mental health sendees, should be provided 
in order for children and flKtolesoents vvith serioia ernotkmal and mental 
care appropiiate to the^ multiple needs. Indudii^ senrices to be provided by local school 
sysumis under the ECKjcation of the H«K&)apped Act (renamed incSvic&mIs with Dteabffltles 
Biucation AcQ 

nb«nMti« pmgrMMi toward davstepmant of jnteraaencv structufoa and mechanisms 
to coordinate the and resources of ait key child-swvb^ agmcies 

Possibly Include ot>iectlves and outeom^ related to: 

• Intwi^iency entities at state and local levels - roles and accomplishments 

• Coorcflnated plannbig activities witii otiior systen^ {e.g.t education. 
chUd mStarSt Juver^ K^^tice. substance aftnise. healtii, etc.} 

• Cooidinated planning with P.L 99^ and the wwly Intewention process 

• Special efforts to coordinate planning and sen^ delivery witii 
education system (P.L 94-142) 

• Joint funding, sendee defiveiy, training, demonstrations witii ottier agencies 



Requirement 1 1 : Consulting witii represet-iteflves of employees of state Institutions and public 
and private nursing homes who care fbr individuals witii serioi^ mental IHnesses. 

DIscusa progreaa toward conaidteiQ with appropriate consti tuencies for 
developing ayatema of care for ^dren.* 

Possibly include ob)ectives and outcomes related to: 

• Consulting witti hospital and residential treatment providers in 
planning community-based systems 

• Consulting wtth famffies and family groups 

• involvemsnt of otiier key consti^endes 

*^Jote: Bro^toning tiie inten»retation of tills requirement may provfeie an opportmity 
to address famt^ Issues and work witii otiter constituencies. In its nanoMost sense, 
however, requirement relates to consulting witii emptoyees, and their representatives, 
of the various institutions specified. 
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R«qiA«mmt 12: IRnzb^ the state mwttai heeim pimning coi^ 
oounoO wHh oonqMraliie member^ rK)uk«nento to bcMMi raviswr, monAor and evabiate 
aB»peol8 0f^d9vti^>n^andbnj;riMwrMonof thestatopt^ Thaoofinndntsof tf» 
councB srK)!^ be fomu% transn^ltod to the 

the Seofetaiy, md the ocnrmtents ^imdd be tiinendttod to the Secr^uy of the U.a iDepait- 
mentoTHeidthttidHurmDiSefvices. The stete mental health pto^eouncHtmiet serve as 
toi iKtvocate* and be con^xxsed of resktorrts of the stale, Inchicftig in jMrt, fan% members. 
Not more than 50% of the count's memb^^ wfll be stata rniployees or mental health 
providers. 

Dlaoiaa procpvas toward Uwokykm chBd menial health reopeaentatlves «id 
parents on the planrrfng council and In planning activities. 

Possibly Mude objectives and outcomes related to: 

• Composition of planning councO 

Persons with expertise In chSdren's mental health 

community-based systems 
Parents of chfldren under age of 18/21 
Representatives of other chOd-eerving agendas 

• Separate planning entity for children's service, such as CASSP 

Specific to mental health or broader 
Role of entity 

How It is int^^rated with planning coundi 
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VII. EVALUATION OF PROGRESS 




Effective planning processes incorporate a capability to track and nxmitor 
progr^ toward achieving objectives, as weli as the quality of prepress, against 
agreed upon perft>mriance measures. While this may seem apparent— and is certainly 
essential for complying with P.L 99-660 reporting requirements— *T?any state plans, In 
fact, do not address the Issue of how implementation of plan obfectives will be 
evaluated and against what measures. 

As noted in the Goals and Objectives Section, meaningful objectives, by 
definition, can be evaluated. Evaluation sen^ to alert planners as to where plan 
revisions are needed, contingena'es are called for or changes In the planning process 
are required. Evaluation also is a vehicle for bringing together planners and 
implementors— to ensure ^at the plan is "Impiementable" but, at the same tim.e, not 
minimaiistic. 

Some states, such as Connecticut with respect to adult seniices, have in-house 
capacity to track and monitor objectives. The Connectteut adult plan includes an entire 
section on monitoring and evaluation, which the state achieves through a series of 
management information systems. The MIS systems produce: a Quarterly Service 
Activity Report that includes performance projections, quality assurance indicators and 
target population Indteators at tiie community mental health progran level by r^ton; 
a Psychiatric Inpatient Utilization Report; a New Program Development Status Report; 
and, a Consolidated Rnandal Status Report that tracks projected and actual 
expenditures on a monthly basis for mental health fadlities and programs. 

Otiier states, srjch as Tennessee, include objectives in their 99-660 plans to 
develop or improve evaluation systems to track system outcomes, the effectiveness 
of programs and individual outcomes. 
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Several states, such as PenneyivBnIa, define outcome measures for e£^ 
stated objective fari their f^ans. For examf^. the Pennsylvania plan included an 
objective to "esti^^ the capacity in every o^flity/iobKier to implement and manage 
the system of care for children and adolrocents with emotional cSsturbance and their 
famffies." The outcome measures attached to this objective include: 

• Contir^ent on availabnity of funds. 45 CASSP Coordinators are hired 
snd ensure the operation of 45 parent supped groups (by 6/92); 

• Forty-five county annual plar® and updates indude the system of 
care description (by 6/92); and, 

• Tedinical s^slstance/training component for the CASSP County 
Steering Committee and MH/MR administrators estabfished (by 
9/92). 

A number of states, such as Ohio, utilize state planning councils to 
evaluate progress. Indeed, P.L 99-660 requires that states utilize their planning 
councils to "eva^jate all aspects of the development and Implementation of the state 
plan." Ohio's planning council has a formal mandate from the state to evaluate 
implementation and is involved in defining the parameters of the evaluation. The state 
earmarks dollars specifically for evaluation. The planning council works In corijunction 
with the state's Offtoe of Program Evaluation and R^earch. which solk^ input from 
a broader group of stakehokiers as well. This input is ^en to the planning coundl 
to assist with its assessment 

Some states, such as Alaska and Vermont, have formed linkages with 
universities to evaluate the progress and quality of system change objectives. The 
Vermont plan described its approach to developing bdth an Outcome Evaluation 
Component and a Process Evaluation Component as follows: 
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Outcoiiw Evaluation Componont 

Although few people wwking \t\ human servlcee question the Importance 
of good outcome data, systems diange rarely based on a systematic 
deterndnato of what happens to thB people who receivo the services. 
The (Hitcorrie evaluaton component prop(»ed by DMH wM design pflot 
test a client outcome evaluation systmi In Vermont Bi^ behavk^ 
indicators (modeNed after those in ^ Alaska Youth Initiative's cHent 
outcome monitoring system) wtti be devetoped. Consumer satisfaction 
questionnakes ^ developed; b^iavk>ral checkfists wHI be identified. 
Data on a Nmtted ntmiber of chHdren and adolescents in a variety of 
programs wm be collected In thB first year. In subsequem years, tills 
nun^ Witt grow, witii the goal of establishing a statewide dient outcome 
iTKMfiitoi^ig system. 

Process Evaluation Component 

While tiisre seen^ to be a general consensus that the interagency teams 
ami their coordination and collaboration are effective, no substantive 
evaluation processes have been initiated. Vermont CA8SP and other 
stakehoMers have Invested time, energy and monf>y to devetop ti^ 
interagency team network. More detailed information on its success in real- 
life situations is needed. 

The process evaluation component will design and in^ement an 
interagency proce^ evaluati<m system In Vermont Co«dlnatiai and 
collaboration in system planning, resource use. and indivMual ce»e 
planning wilt be addr^sed ^ tiie state and local levels. An 
Interagency process evaluation will altow DMH to track Important changes 
In the interagency management of the system of care over time. 



Evaluation mechanisnDs, whether in-hou8& managennent information and qi^lty 
assurar)C8 systenis, external monitors, such as planning councHs. state-university 
partnerships, or a combination of tiiese, help to ensure that planning is an ongoing 
process and that the plan itself is dynamic, ratiier than static. By providing feedback 
to those Involved In Implementation and planning, evaluation serves to keep both 
accountable agents and key stakeholders invested and on track. 
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APPENDIX A 



P.L 99^ TECHNICAL ASSISTANCE MATERIALS 

Available frtmi tha State Mental Health Planning Program, National Institute of Mental Health. 
Contact Lara StJohn. (301)443-4267. 

1 . The NatkMie* Technicai Assistance Center for Mental Health Planning - The First TTiree 
Years: Rnal Repc^ (1^ - 1990). 

• Maiy Anne Reetwood 

• FtobertK. Yin 

• Michele Teltelt>aum 

• Shawn WHey 

• Man^ 1^1 

2. The National Technical Assistance Center for Mental Health Planning - States' 
Psychiatric Hospitalization 

• David Goodridc, Ph.D. 

• December 18, 1990 

3. National Technical Assistance Center for Mental Health Planning - States' Experiences 
in RediKing Hospitalization 

• David Qoodrick, Ph.D. 

• December 18, 1990 

4. Natlonal Technical Asstetance Center for Mental Health Planning - State's 
Implementation of P.L 99-660: Planning and Monitoring Guide 

• Robert K. Yin 

• June 30, 1990 

5. Designing Evaluation Methods to Assess the implementation and impact of F'.L 99- 
660: Stakeholder Perspectives 

• David Qoodrick 

• Joann Hill 

• Noel A Mazade 

• E. Clarke Ross 

• September 1989 
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Involving Constituents In Mental Health Planning: A Resource Guide fof State Planners 



• Maijorle A. Rosenweig 

• Peter K. V&slow 

• May 1989 

7. Choices In Case Management - A Review of Current Knowledge and Practice for 
Mental Health Programs 

• Gall K. Robinson, Ph.D. 

• Gail Toff Bergman, MA 

• Leslie J. Scallet, J.D. 

• March 19^ 

8. Proceeding of Conference on Development State Mental Health Plans Pursuant to 
Public Uw 99-660 

• National Institute of Mental Health - 

Division of Education and Service Systems Liaison 

• March 20-21, 1989 

9. Technical Assistance Document: "Guidelines for Planning and Implementing Case 
Management Systems, P.L 99-660, Title V" 

• James W. Stockdiil 

• March 9, 1989 

1 0. Guidelines for Data to Support State Mental Health Planning Linder Public Law 99-660 

• Edna itemis-Gould, Ph.D. 

• December 1^ 

1 1 . Vermont Case Study - Creating the Next Generation of State Mental Health Systems 

• David Goodrick, Ph.D. 

• Rhonda Leach Schaff, M.P.A. 

• ];)ecember 1988 

12. Financing Community Sendees for Parsons with Severe and Disabling Mental Illness: 
A Technical Assistance Manual 

• Thomas R. ViSQhl 

• June 1988 
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ia Kent County, Phodd island Case Study: Creating the Next Generation of 
Comprehensive ':}onHnurtity-Ba8ed MenUd Health Service Systems 

• IDavid Qoodrlck. Ph.D. 

1 4. Dane County, Wisconsin Case Study: Pioneer in Creating Comprehensive Community- 
Based Mentai Health Services 

• David Goodrici(, Ph.D. 

• May 1988 

1 5. Ohio Case Study: From wi i inpatient to a Community-Based Foundation 

• RhoTKla Leach ScHwSi, M.PA 

• David Qoodrtdc, Ph.D. 

• May im 

16. Piannir^ to Improve snd Expand Comprehensive Community-Based Mentai Health 
Sendee Systems: A Synthesis of State Efforts 

• David Qv*odrid(, Ph.D. 

• February 29, 1987 

17. Protection and Advocacy Systems for People Receiving Mental Health Sendees 

• l^lieJ.Scaliet, J.D. 

• May 18, 1988 
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